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SynonyMs.—Acute gastro-duodenal dilatation; 
acute gastric insufficiency; acute gastric paresis; 
gastro-mesenteric ileus, and arterio-mesenteric ob- 
struction of the duodenum. 

PrEFACE.—Briefly, the status of our knowledge 
concerning this lesion is as follows: That the stom- 
ach does occasionally become enormously enlarged 
in the course of a very short time is an accepted 
fact. That the duodenum to the root of the mes- 
entery sometimes is associated with the stomach in 
this enlargement, we cannot say always, is likewise 
2n accepted fact. Our conception, however, of the 
etiology and the manner in which it acts to produce 
the condition is very vague, although the symptoms, 
ciagnosis and treatment are comparatively well un- 
derstood—at least, sufficiently well understood to 
enable us to recognize the presence of the lesion and 
institute rational treatment. 

We know, reasoning from circumstantial rela- 
tions, that injuries, operations, anesthetics, wasting 
diseases, acute infections, and excessive over-load- 
ings of the stomach are important factors in the 
production of the dilatation; but the process from 
the beginning of the causal action to the completion 
ot the morbidity is enshrouded in a veil of hypoth- 
eses and theories. Our problems, therefore, in the 
study of the disease are etiological and pathological, 
and for their solution we must 'ook to the data of 
cases observed, confirming when necessary by ex- 
perimentation. 

Inasmuch as the condition is rare—our litera- 
ure would lead us to this conclusion—and its origin 
obscure and varied, definite determinations are not 
logical in single cases or in small series; thus the 
report of one case is without merit except that it 
contributes to the mass of cases reported, from 
which only are conclusions justifiable. Viewed in 
this light, it becomes the duty of all observers to 


* Read in part before the Northwestern Ohio District Medical Associa- 
tion, December 10, 1907, at Toledo, Ohio. 


record their cases. It is, therefore, purposed to 
present the history of a patient who developed an 
acute dilatation of the stomach shortly after receiv- 
ing a back injury. It is also purposed to suggest 
certain conclusions relative to the etiology and path- 
ology of this case. 

Report oF CaAse.—(Case 1,009—Accident Rec- 
ords.)—J. N., French; age 51; married; no chil- 
dren; ship carpenter. 

History of Accident—January 9, 1906, J. N. 
stipped from a ladder and fell into the hold of a 
boat, striking his back against a channel iron. He 
was promptly removed to St. Vincent’s Hospital. 


Examination.—The patient was perfectly con- 
scious and rational. His one complaint was of se- 
vere pain in the dorsal region of the back and in the 
right side of the chest. There was no evidence of 
paralysis, either motor or sensory—the reflexes 
were normal and the sphincters under control; or in 
other words, there was no evidence of a cord 
lesion. 

In the dorsal region, however, was a !arge hema- 
toma, extending from tne spine of the eighth cervi- 
cal vertebra to that of the seventh dorsal and from 
scapula to scapula. The great swelling and the ex- 
treme tenderness accompanying it prevented exam- 
ination of the underlying spinous processes, which 
made it impossible to ascertain whether or not there 
was any deviation in their alignment ; but apparéntly 
there was not as the man could bend his bac : front 
side to side and forward and backward with com- 
parative ease, though not without pain. 

At the junction of the fifth rib and the anterior 
axillary line on the right side was a small area of 
extreme tenderness and sharp pain. This apparent 
costal manifestation was affected by neither res- 
piration, nor compression of the chest. 

None of the thoracic organs showed evidence of 
injury or disease; and the physical examination 
elsewhere demonstrated nothing abnormal. 

Subsequent History..—His recovery, as concerned 
the injury, was satisfactory, though slow. In due 
time the swelling receded and the tenderness less- 
ened ; this made possible a satisfactory examination 
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of the spine, but no fracture was demonstrated ; nor 
was one demonstrated in the rib. He returned to 
his usual occupation at the end of three months, 
but his abilities have been limited by pain persisting 
with variable severity in the back and also the right 
side of the chest. 

These few remarks, however, are incomplete, as 
there developed a complication that is quite worthy 
of note and will be presented in detail. 

Complication.—The first day after the injury, the 
patient’s general condition was very good, the tem- 
perature being norma!, pulse 76 and respiration 19; 
but the abdomen had become tympanitic and the 
bowels constipated. ‘This abdominal condition the 
patient did not regard as abnormal; in fact, he 
claimed to have had trouble of this character for a 
long time. Nevertheless. he was given divided doses 
of calomel that evening, and the following morning, 
much against his wishes, an ounce of Rochelle salts. 

The second day the bowels failed to move, and 
the abdominal conditicn gradually became accentu- 
ated. An enema was given, but failed to produce a 
satisfactory result, peristalsis seemed to be wholly 
abolished. With the approach of night the pulse 
rate quickened and, with the flushed face, the pink 
lips and the parched throat, suggested a rise of tem- 
perature which the thermometer failed to register. 
Throughout the day the man had been nauseated, 
but had not vomited. 

He passed a bad night, and the following day 
(the third after the accident) found him rapidly 
growing worse, with a normal temperature. Not so 
anomalous and more in keeping with his general 
condition were the small volume pulse of 140 and 
the anxious facial expression. He was intensely 
thirsty and constantly drinking, though he would 
accept no nourishment ; but each draught seemed to 
turn to gall in his stomach and was ejected, green 
and ‘bitter. The vomitus was not stercoraceous—its 
odor was suggestive of acetone—nor was the voinit- 
ing projectile in type; the material seemed to well 
up into the mouth as if overflowing from the stom- 
ach. Completing the picture was the increasing area 
of stomach dulness forcing itself into prominence 
in the upper portion of the abdomen and encroach- 
ing upon the chest boundaries, making him very 
short of breath. Subjectively. the patient was most 
uncomfortable, although suffering no actual pain, 
very nervous and in fear of impending death. 

Treatment of the Complication—Obviously gas- 
tric lavage was indicated. The introduction of the 
stomach tube resulted in the evacuation of an enor- 
mous quantity of fluid similar in character to that 
previously being vomited and was followed by im- 


mediate relief. In fact, the relief was so great, and 
so rapidly did the patient improve, that he was 
shortly granted permission to satisfy the thirst 
which had continued with intensity. This indiscre- 
tion was followed by a return of the symptoms, but 
they were again relieved by evacuation and thor- 
ough washing of the stomach. Absolutely nothing 
was then permitted by mouth; the necessary alimen- 
tation was by rectum and consisted in sufficient 
quantity of fluids to reduce the thirst, as well as a 
reasonable proportion of nourishment. By the end 
of twenty-four hours the stomach seemed so to have 
recovered its tone as to permit a cautious return to 
normal diet, which was accomplished without fur- 
ther untoward developments. 

ANALYSIS OF THE CASE WITH RESPECT TO ITS 
EtioLocy.—The Injury—A clear understanding of 
the character of the injury is desirable in order that 
its causal relation to the stomach lesion, if there be 
any, may be learned. 

That there was no lesion of the cord was made 
certain by the absence cf paralyses, both motor and 
sensory, the maintenance of sphincteric control and 
the continuance of normal reflexes ; these would also 
seem to indicate the absence of a vertebral fracture 
or fracture-dislocation, though that does not neces- 
sarily follow, as the arrangement of the cord within 
the vertebral canal is such that it may escape injury 
in the presence of considerable vertebral damage. 
In fact, the tenderness and pain in the region of the 
fourth and fifth dorsal vertebra, present immedi- 
ately after the accident and persisting for three 
months and more, would lend color to the assump- 
tion of a laminar fracture. The same may be said 
with respect to the painful point on the right side 
of the chest, which, in the absence of a fracture of 
the rib, may be accepted as evidence of the irritation 
of a sensory nerve at its point of exit from the 
spinal canal; such tender points, being the peripheral 
manifestation of the central irritation, are frequent- 
ly present in pathological conditions in relation to 
the sensory roots—as, for example, the neural pains 
of tabes, vertebral tumors, spinal tuberculosis and 
possibly herpes abdominalis. 

_ It is a matter of comparatively small importance, 
however,—this question as to the existence of a 
fracture—as it certainly could not have been a bad 
one did it exist. It is sufficient to know that there 
was a severe contusion of the back; and there was 
evidence enough of this in the extreme pain and 
tenderness and the large hematoma so rapidly ap- 
pearing. It is easy to conceive that so severe an in- 
jury in this region could well have produced effects 
elsewhere in the economy. _ 
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The Dilatation of the Stomach—Fortunately for 
the patient this complication did not prove fatal, but 
his recovery minimized the data. Nevertheless, the 
symptoms, the physical signs and the stomach-tube 
findings warranted the diagnosis ; the treatment jus- 
tified it. The diagnosis being established, what 
conclusions may we draw relative to the cause of 
the condition ? 

In the first place, we have the man’s confession 
cf prior stomach trouble, which, on further ques- 
tioning, was found to consist in feelings of fulness 
with eructations and at times palpitation of the 
heart—reasonable evidence of what we are prone to 


_ term “indigestion.” Thus, inasmuch as the stom- 


ach was previously in a pathological state, physio- 
logically or anatomically as the case might have 
been, it was assuredly in a condition of diminished 
resistance, and therefore, may be considered to have 
acted as a predisposing cause of the dilatation. Sup- 
plementing this assumption is the well-known fact 
that chronic motor insufficiency frequently termin- 
ates in chronic dilatation; is it not, therefore, rea- 
sonable to assume that it might likewise cause an 
acute dilatation, or at least predispose toward it? 

In the second place, the sequence of the dilated 
stomach to the injury of the back suggests that in- 
jury as the active cause of the dilatation, or, per- 
haps it may better be termed, the precipitating 
cause. To be sure, this is an assumption, but it is 
somewhat justified by the fact that back injuries, 
rot necessarily cord injuries, are occasionally fol- 
lowed by abdominal distention and constipation, 
presumable evidence oi intestinal paresis; it is fur- 
ther justified by the fact that acute dilatation of the 
stomach has occurred in individuals suffering with 
diseased or deformed spines, six cases of which 
have been reported (Conner, American Journal of 
the Medical Society, March, 1907). 

In the third place—and this may seem far-fetched 
—did the salts have any effect upon the stomach 
that would assist in causing the dilatation? That 
they could affect the stomach to some extent is 
borne out by the patient’s assertion that they never 
failed to nauseate him—in fact, always made him 
vomit; from this it may be assumed that they acted 
as an irritant to the stomach (to be discussed later). 
However, inasmuch as the stomach distress had 
never before been so severe as in the present in- 
stance, it would be unfair to conclude that the salts 
alone produced the dilatation; but it is reasonable 
tu suppose that they acted as an accessory etiologi- 
cal factor. 

Summary of Etiological Argument.—In summar- 
izing, it seems probable that the injury, assisted per- 


haps by the immediate effect of the salts upon tue 
stomach, possessed an active causal relation, which, 
in conjunction with the predisposing condition of 
the stomach, acted to produce the dilatation. There 
were, therefore, three causes more or less essential, 
the united action of which accomplished the dilata- 
tion. They may be classified as predisposing, active 
and accessory; being respectively the condition of 
the stomach, the injury and the effect of the salts 
upon the stomach. 


Tueory oF MECHANISM oF DitaTaTion.—Under 
favorable circumstances in cases that have been 
studied from their inceptions to the post-mortem 
room, while the morbid anatomy may be an open’ . 
page, the process of the dilatation from cause to 
effect is at best an open question ; in the present case 
it is necessarily very obscure, and we are compelled 
te deduce our conclusions from analogies rather 
than pathological observations. To be sure, we 
have as a basis for this study the dilatation and its 
reaction to treatment, on the one hand, and the three 
apparent etiological factors, on the other. 


Predisposition of Stomach to Dilatation,—Gener- 
ally speaking, any pathologic lesion of any organ 
tends to weaken that organ, lessening its resistance 
and, conversely, increasing its susceptibility to other 
lesions. Particularly is this true of the hollow vis- 
cera, all of which act more or less in the capacity 
of reservoirs and as such possess elastic walls, con- 
racting or expanding as the occasions demand. 
Such organs are the gall and urinary bladders, th 
heart and the stomach. 

By virtue of their function, the muscular ele- 
ments of the walls of these organs are under con- 
stant control and are commanded to maintain by 
their tonicity and contraction the integrity of the 
organ; in other words, there are two opposing 
forces, on the one hand, the force of the accumu- 
lating contents tending to enlarge the organ and, on 
the other, the muscles of the walls opposing this ac- 
tion and when necessary even expelling the con- 
tents. 

There is thus a constantly acting balance of 
power. Should anything arise to disturb this bal- 
ance of power, the one opposing factor would over- 
come the other. For example, any disease or lesion 
affecting the muscle walls would weaken them and 
render them less able to maintain their opposition to’ 
the force within, particularly in event of its reach- 
ing undue proportion. The result, of course, would 
be a dilatation of the organ, more or less sudden, 
depending upon the intensity of the intra-visceral 
pressure. A pretty well recognized and understood 
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instance of this circumstance is the acute dilatation 
of the diseased heart from overstrain: in which the 
disease may be regarded as the predisposing cause 
and the overstrain as the active. 

Reasoning from analogy, it may be assumed that 
a similar effect may obtain in a diseased stomach 
which has been overloaded or contains food abnor- 
mally fermentative. There are, however, compara- 
t'vely few reported cases of acute dilatation of the 
stomach that can be said to have originated in this 
manner ; but this does not affect the importance of 
the disease-induced weakness of the motor elements 
as a probable predisposing cause of acute dilatation. 


For instance, it is possible, in a stomach weakened 
by disease or overwork, for a temporary cessation 
of motility (inhibition or peristalsis) to allow an ac- 
cumulation of contents, not necessarily ingested 
food, which the weakened muscles upon resuming 
their motility cannot express or even oppose, re- 
sulting in a dilatation that is direcly proportional 
to the accumulation of the contents. Were the 
stomach walls possessed of normal reserve strength, 
it is fair to assume that they would, upon the re- 
sumption of motility, express or at least diminish 
the volume of the contents. 

While entirely theoretical, this conclusion is sup- 
ported by clinical observations of Traube, Boas- 
Albrecht, Kelling, and Stieda; who respectively ex- 
press the beliefs that acute dilatation of the stomach 
may arise from ulcer, acute dyspepsia, chronic di- 
latation, over distensior., and atony. 


The Back Injury the Active Cause of the Diiata- 
tion.—We have established by circumstantial evi- 
dence the seeming causal relation of the injury to 
the dilatation ; but how did it do it? Without argu- 


one, for obviously the injury had no anatomical as- 
sociation with the stomach. 

The first thought, then, is of the cord; but there 
was no cord injury; and, granting there was, any 
etiological influence that it might be thought to have 
possessed would be discounted by the fact that in 
the great number of broken-back cases reported but 
two instances of acute gastric dilatation have been 
noted. It must, therefore, have been reflex, of 
which there are two possible pathways— the vagus 
and the splanchnic. 

As is well known, tliese nerves control the motil- 
ity of the stomach, the former increasing and the 
latter decreasing it. The vagus likewise acts upon 
the heart; with different effect, however, slowing 
instead of increasing its rate. Inasmuch as rapid 
heart action is a constant accompaniment of acute 


ment it must be conceded the relation was a nervous _ 


gastric dilatation, to say nothing of the character- 
istic torpidity of the stomach itself, vagal stimula- 
tion reflexly instigated may be ruled out. 


Vagal inhibition, or vagal paralysis, is less easily © 


disposed of, for, as has been experimentally estab- 


lished, removal of the vagal influence results in in-- 


crease of heart rate and abolition of gastric motility, 
both of which were features of the case under dis- 
cussion. Experimental evidence favorable to such a 
conclusion was obtained by Kelling, who was able 
to inflate to bursting the stomach of dogs, the vagi 
of whom had been cnt; in contrast, was the ability 
of normal dogs to offset the inflation by eructation 
or vomiting. Granting suspension of vagal func- 
tion as a possible cause of gastric dilatation, it re- 
mains then to establish the back injury as the cause 
of the vagal depression. Such depression could be 
accomplished by either breaking the continuity of 
the two vagi or exhausting their centers. The na- 
ture of the injury, however, was not such as would 
directly involve the nerves, so if it had any influence 
at all it necessarily would have been through the 
medium of the centers. As a matter of fact, all 
injuries affect the vital centers; from the instant of 
their inception, by irritating the nerves involved, 
they serve to promulgate rapidly succeeding stim- 
uli to these centers, the degree of the total stimula- 
tion being proportional to the extent of the injury. 
If the stimulation arising in this manner be sufficient 
to exhaust the centers, they are reduced to a condi- 
tion of fatigue and cannot act. Though this be 
true of all centers, the vasomotor center is relatively 
the most susceptible and the first to become ex- 
hausted, resulting in what we term shock. There- 
fore, in this particular case, had the injury been 
severe enough to exhaust the vital centers, shock 
would have supervened prior to fatigue of the vagus 
centers; and, conversely, inasmuch as the injury 
was not sufficient to exhaust the vasomotor center, it 
was hardly severe enough to affect the vagus cen- 
ters. It consequently cannot be regarded as having 
produced the dilatation through vagal depression. 
Depression of splanchnic function may be ruled 


out in a similar manner; though a study of the. 


physiology of the splanchnic nerves would be suffi- 
cient, for to remove their influence means to leave 
the vagus action unopposed, which tends to accom- 
plish quite the opposite from dilatation. 

There then remains but one more reflex action 
for consideration, which is splanchnic stimulation ; 
and, all other reflexes being excluded, this might 
logically be regarded as having been responsible for 
the dilatation. There is, however, more substantial 
evidence. That the motility of the stomach may be 
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lessened or stopped by such a reflex stimulation has 
been proven by Wertheimer, who was able to stop 
gastric peristalsis experimentally by stimulating the 
central end of the sciatic nerve; he obtained the 
same effect by stimulating the central end of the 
vagus. Cannon likewise has been able to stop per- 
istalsis absolutely by crushing the testicle. These 
are instances of reflex stimulation of the splanch- 
- nics, the physiological effect of which is inhibition 
of peristalsis. The injury of the back would neces- 
sarily have exerted its influence in the same man- 
ner, which could quite easily have been accomplished 
through the medium of the damaged posterior nerve 
root, previously described, to say nothing of the irri- 
tation orignating in the injury itself. It is, there- 
fore, reasonable to assume that the injury stopped 
gastric peristalsis by reflexly stimulating the 
splanchnics, 

That there does exist a very close reflex relation 
between the viscera and their respective spinal seg- 
ments, particularly insofar as concerns pain, was 
suggested at the early date of 1834 by William and 
Daniel Griffin, who stated, “We should like to learn 
why pressure on a particular vertebra increases, or 
excites, the disease about which we are consulted, 
why it at one time excites headache, or croup, or 
sickness of the stomach,” and at recent dates by 
the accurate and well-known observations of Head 
and others. According to Head. the skin areas 
supplied by the dorsal segments from the sixth to 
the twelfth are those in relation to the stomach and 
intestines, which is not incompatible with the case 
under discussion. Bayliss and Staring have ascer- 
tained by animal investigations evidence of cord 
centers containing vasomotor, motor and inhibitory 
fibers, whereby it may be possible to affect the 
viscera by impulses arising in the skin. 

So, as before stated, if the inhibition of peristal- 
sis be of sufficient duration, it will allow consider- 
able intragastric accumulation; and should this by 
chance happen to a stomach predisposed to dila- 
tation, as described, an acute dilatation is within 
the realms of possibility. 

The Salts the Accessory Cause-—When intro- 
duced into the alimentary tube, salts abstract the 
watery elements from the blood coursing through 
the walls; this is accomplished by the well-known 
physical phenomenon of osmosis. By so making 
the bowel contents more fluid the cathartic effect is 
brought about—but this needs no elucidation. 
Obviously, then, if the salts be introduced into a 
stomach that for the time being is unable to contract 
they will by virtue of this osmotic action abstract 
water from the blood within its walls and thereby 


increase the volume of the contents of the organ. 
It is thus apparent that a goodly dose of salts is 
capable of materially enhancing the progress of 
acute dilatation. 

It must not be assumed, however, that the pres- 
ence of some hypertonic solution within a stomach 
is a requisite for dilatation. On the contrary, the 
contents’ of such a dilated stomach may be accounted 
for, in part at least, by the fact that there is more 
or less transudation from the walls of an inactive 
stomach, which is directly proportional to the loss 
of muscle tone; also, in part, by the fact that there 
i» a back-flow from the duodenum, as shown by the 
presence of bile. 

Summary of Mechanism of Dilatation——The 
back injury reflexly inhibited gastric peristalsis, 
This allowed an accumulation—ingested and other- 
wise—which the stomach, upon the resumption of 
peristalsis, could not express. The salts, by their 
osmotic action, hastened the accumulation of the 
contents, 

Notes on Pathology—The Obstructing Factor.— 
Before the dilatation becomes complete, there 
must necessarily be a paralysis of the gastric mus- 
cles, including both sphincters; this, of course, is 
temporary and exists largely as fatigue; were it 
otherwise, we should have no cures under continued 
lavage. What then prevents downward drainage 
into the intestine, or, stated another way, what 
causes the back-flow of bile and other duodenal 
juices? This brings up the question of gastro- 
mesenteric ileus, which consists in a dilatation of 
the duodenum to the root of the mesentery in addi- 
tion to the dilatation of the stomach and the insuf- 
ficiency of the pylorus, and according to Byron 
Robinson is the usual pathological picture. By 
some authorities, the mesentery and the superior 
mesenteric artery which it carries are thought to 
compress the duodenum and cause what has been 
called an arterio-mesenteric obstruction. Pressure 
of such a character would, of course, form an effec- 
tual barrier to the passage of the duodenal con- 
tents and in time, it is conceivable, cause such an 
accumulation of gastric contents that a dilatation 
might be caused. A normal stomach, however, 
would resent such a back-flow by early and persis- 
tent vomiting, which could not be relieved perma- 
nently by gastric lavage—as is true of enteric ob- 
struction elsewhere—and the issue without opera- 
tion would necessarily be fatal. Furthermore, such 
an obstruction would undoubtedly prove very pain- 
ful and be accompanied by vigorous peristalsis, 
which was not so in this particular instance, and in 
fact rarely is. Though possible for this duodenal 
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that it is secondary. Inasmuch as the duodenum 
is fixed where it passes behind the root of the 
mesentery, the falling of a dilated stomach—there 
is just one direction for it to expand and that down- 
ward—most certainly would tend to drag upon it 
and fold it so as to obstruct it; and furthermore, 
the heavier, or larger, the stomach become the more 
tightly would it drag upon this fixed point and tend 
the more surely to obstruct the duodenum. In fact, 
this form of obstruction would seem to be neces- 
sary to complete the pathological lesion, as other- 
wise would the excess of fluid drain off as fast as it 
would accumulate. 

The Gastric Contents—If there be fermenting 
material in the stomach at the time of dilatation, a 
large volume of the intragastric space will be occu- 
pied with gas. In event of its removal, iowever, and 
a reaccumulation, the maerial will be in a great 
measure derived from the blood by transudation 
from the vessels of the stomach walls, as was 
stated. It must necessarily come in this manner, else 
what would be the source of such a vicarious 
supply of fluid? If the complication arises post- 
operative, the anesthetic, being excreted into the 
stomach, will augment the contents; first, by stimu- 
lating the secretion of mucus and, later, by irrita- 
tion and consequent congestion. The process is a 
vicious one and tends to perpetuate itself, for the 
less the muscular tone of the stomach wall the 
greater will be the transudation of the fluids; and, 
vice versa, the greater the accumulation of the 
stomach contents the greater will be the loss of 
muscle tone. 

As may be supposed, the blood suffers a consid-, 
erable loss of its watery elements in this process of 
transudation, perhaps the most important effect of 
which is to make the patient very thirsty. Naturally 
he seeks to quench this thirst and drinks freely and 
frequently, adding with each draught to the con- 
tents of the stomach and thereby increasing the 
severity of the lesion. 

Conclusions—I am quite aware that the infer- 
ences here recorded may seem to have been influ- 
enced largely by a personal equation; but, be this 
so, many cases of the acute gastric dilatation, 
when closely inquired into, will resolve themselves 
etiologically into factors similar to those noted. 
In other’ words, they will be found to originate in 
splanchnic stimulation, superimposed upon some 
chronic malady of the stomach and aided by the 
presence of some fermentative, irritant or hyper- 
tonic solution in the stomach. 

I have had the privilege of observing six cases 


obstruction to be primary, it seems more probable 


of acute dilatation of the stomach, five of which. 


recovered. All, but the one detailed, were gyneco- 
logic in character of the operation, and without ex- 
ception they gave a hisory of previous stomach 
trouble; and in one a chronically dilated stomach 
was observed during the operation. This last was 
the first case seen, and it was the observation rela- 
tive to the stomach that lead to the diagnosis of 
acute dilatation when the alarming symptoms arose 
and suggested the proper lines of treatment. For 
such reasons, I am inciined personally to lay stress 
upon the predisposition of the stomach. 

So far as inhibition of the alimentary motility is 
concerned, every one knows how easy it is to accom- 
plish. In fact, so common is it after operation, I 
care not what the operation may be, that it has 
grown to be an accepted fact, and we administer 
our cathartics to counteract its effects. I there- 
fore do not hesitate to suggest that it is frequently 
of importance to the etiology of acute gastric dila- 
tation—not alone sufficient, but working in con- 
junction with other important causes. 

And lastly, I believe there must be, or usually is, 
something within the stomach that enhances the 
process through fermentation, irritation or osmosis. 


Gastric ULCER. 


There is one class of gastric ulcer which is not 
amenable to surgical treatment. These are the ac- 
tively bleeding ones. It is my experience, and that 
of other surgeons, that these should be treated medi- 
cally altogether, as surgical interference almost in- 
variably leads to a fatal issue. I do not include 
here the slowly bleeding or oozing ulcers, or those 
ir which hemorrhage has occurred at some time pre- 
viously, but only those which are actively bleeding 
or have done so within a short time before the sur- 
geon sees them.—Joun B. Deaver in the Detroit 
Medical Journal. 


DIAGNOosIs IN ABDOMINAL DISEASES. 


Abdominal diagnostic ability sufficient to guide 
the well-read medical practitioner to diagnose pri- 
mary pathological conditions accurately may be ac- 
quired with a fair amount of observation at the op- 
erating table, and in no other way. It is hardly 
possible for a man to arrive at an appreciation of 
the real train of symptoms to be expected from a 
chronic gastric ulcer or from the stone forming a 
ball-valve in the chronic dilation of the common 
duct who has never seen either—RicHarp W. 
WEsTBROOK in the Long Island Medical Journal, 
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CATARRHAL DEAFNESS AND ITS TREAT- 
MENT.* 


A. C. Geyser, M.D., 
‘NEW YORK CITY. 


The entire process of hearing may be divided into 
a physiological and a mechanical one. The former 
deals with the organs directly concerned in the per- 
ception and the interpretation of sound, the latter 
merely with the conduction of air vibrations to the 
perceptive portion. 

We will pay our homage to the mechanical, or or- 
gans of conduction. For that purpose let us review 
briefly only those parts directly under discussion. 
The external auditory canal is a cartilagino-mem- 
branous tube, lined with the ordinary skin, with 
such modifications as are best suited for the per- 
formance of its function. At the end of this canal 
is the membrana tympani, closing up the entire 
e:.nal. This membrane is placed obliquely to the lon- 
gitudinal axis of the canal. On the inner surface 
of the membrana tympani and firmly attached to it 
is the large process or handle of the malleus and a 
small muscle, the tensor tympany. The effect of 
this muscle is to give the membrane a 2v..ave ap- 
pearance with the convexity pointing inward. The 
purpose of this muscle is to vary the tension of the 
membrana tympani as occasion may demand. The 
short process of the malleus articulates with the 
incus, this bone in turn articulates with the stapes, 
thereby forming a chain of bones, the last of which 
is in direct contact with the perceptive apparatus. 
The space occupied by these bones is the tympanic 
cavity, which by means of the Eustachian tube com- 
municates with the outer air in the naso-pharynx. 
The Eustachian tube, unlike the external auditory 
canal, is lined with mucous membrane, a continua- 
tion of the mucous membrane of the nose and 
pharynx. 

The entire conducting apparatus consists, then, of 
the external auditory canal, whose function it is to 


receive and conduct air vibrations to the mem- - 


brana tympani; the tensor tympani, which regulates 
the tension of the membrane to suit the various 
conditions ; the chain of ossicles, which are a system 
of compound levers whose function it is to intensify 
the vibrations of the membrana tympani and have 
them recorded through the stapes to the sound 
perception apparatus; and the Eustachian tube, 
which serves the double function of equalizing the 
air pressure on the inner side of the membrane, as 


* Read before the American Electro-Therapeutic Association, Sept. 
22, 23 and 24, 1908. 


well as furnishing a ready means of escape for the 
mucous and detritus olf the middle ear. 

.Catarrhal Deafness.—The name implies the cause 
and the effect, or deafness due to a catarrh; a 
catarrh of what? Not of the external auditory 
canal, for we remember this canal is lined with 
practically true skin and closed by the membrana 
tvmpani. We find the cause of our deafness in the 
internal canal or Eustachian tube. Neither is this 
catarrh primarily of the Eustachian tube; on the 
contrary it is always due to extension of a catar- 
rhal condition located elsewhere. By the open ex- 
tvemity of the Eustachian tube into the naso- 
pharynx the necessary means is furnished for an 
extension of a catarrhal condition from the nose. 
The nose and its pathological condition must be 
considered as the real starting point of the disease. 
For our purpose the nose may be viewed as an or- 
gan of elimination. True, the nose possesses many 


y 


‘Fig. 1. Ear Drum in Normal Position. 


other functions, but they do not concern us at this 
time. The nose is lined with mucous membrane, 
upon which particles of dust, dirt and bacteria con- 
tinuously lodge. The normal secretions of the nose 
are alkaline in character and are usually capable of 
rendering innocuous any of the germs commonly 
encountered, This is accounted for by the fact that 
the nasal discharges possess both aseptic and anti- 
septic properties, but as might be suspected, these 
properties depend entirely upon ihe constitutional 
diathesis of the individual. 

Before any germ can become a source of pb 
ger, something must have preceded the germ, be 
this a lowered body resistance from any cause -or 
simply a lowered local resistance from incitants too 
great for the time being. From the very moment 
that the performance of the normal physiological 
function of the mucous membrane of the nose is in- 
terfered: with, a disease process has -its beginning. 
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The disease of the nose that interests us most is 
Acute Rhinitis—We must consider the predis- 
posing and exciting causes. Predisposing causes 
are lowered body resistance from any cause, feeble 
glandular activity especially, and toxic conditions 
of the blood either from internal or external origin. 

Exciting causes are susceptibility, thermic infiu- 
ences, as a sudden change of temperature of the 
inhaled air, sudden changes of external body heat, 
as cold and chilling, the inhalation of irritants of all 
kinds which find lodgment upon the nasal mucous 
membrane. Acute rhinitis is a simple catarrhal in- 
fiammation of the mucous membrane of the nose 
and pharynx from which recovery sooner or later 
takes place. 

Prolonged or repeated attacks soon lead to 
changes in the mucous membrane. The continued 
state of congestion leads to new tissue formation, 
increase of cell proliferation and greater glandular 
activity. By extension backwards there is created 
a post-nasal discharge, reflex cough, hawking and 
expectoration, all of which increase the suscepti- 
bility of an already over-irritated membrane. This 
process extends backwards, and in a very short 
time we have involvement of the Eustachian tube. 

The mucous membrane lining the Eustachian 
tube undergoes the same changes as the naso- 
pharyngeal membrane; it becomes swollen, con- 
gested, loses its power of contractility; there is 
increased glandular activity with occlusion of the 
lumen. As soon as this stage is reached the very 
function for which the Eustachian tube exists, is 
arrested. The air on the inside of the tube is ab- 
sorbed, the mucous and other products of inflamma- 
tion accumulate. 

The air pressure, through the auditory canal be- 
ing maintained at 15 pounds to the square inch, 
with nothing to equalize the pressure from the in- 
side, there ensues bulging of the membrana tym- 
pani inwards. The tensor tympany muscle is re- 
laxed and from nonuse becomes atrophied, the os- 
sicles are firmly pressed together so that the stapes 
cannot move and thereby fail to convey air vibra- 
tions to the perceptive apparatus. 

Through the extensicn of the inflammation ad- 
hesions are formed with bony ankylosis. 

A case of catarrhal deafness is now fully devel- 
oped; the patient preSents himself and his history 
points to the diagnosis. 

_ Some time ago, perhaps weeks, months or even 
-years, he was subject to frequent colds; he had 
more or less sneezing, coughing with morning ex- 
acerbations of hawking and expectorations, especi- 
ally far back in the nose and throat. Gradually he 


noticed that he could not hear the ordinary conver- 
sation as well as usual, but instead he heard much 
better in noisy places. There is a ringing in one or 
Loth ears. This is especially marked upon lying down 
and seems to be keeping time with the heart beats. 
He cannot hear a watch tick unless pressed hard to 
his head. He has also noticed that when he forcibly 
ciears his nose by blowing, he can feel or hear a 
click in one or both ears, and for the next few hours 
or days hears very much better. 

The history of course is almost sufficient for a 
diagnosis, but we examine the patient, we find under 
proper illumination that the membrana tympani has 
lost its usual pearl gray luster, it appears cloudy 
with fibrous bands strongly marked traversing it, 
the margin is usually reddened and the concavity 
increased. A tuning of 256 or 512 vibrations to the 


Fig. 2. Ear Drum Bulging Outward from Suction Stroke. 


second is not heard when held a short way from the 
external meatus, but when placed in contact with 
part of the head bones the musical note is at once 
perceived. 

This shows us then, without the detailed examina- 
tion of aural specialists that the perceptive mechan- 
ism is intact, but the conducting mechanism, at least 
to air vibration, is faulty. 

What changes or deviations have taken place 
from normal? 

The Eustachian tube is closed, preventing the 
entrance of air and the hindering of drainage. The 
membrana tympani is forced inward by external air 
pressure held there and prevented from vibrating. 
‘The ossicles are crowded together with more or less 
inflammatory changes in their articulations, their 
free movement is hindered and no vibrations reach 
the perceptive apparatus. 

Treatment.—Having made the diagnosis of an 
ordinary case of deafness due to catarrhal condi- 
tions, and having in mind the deviation from the 
normal, certain conditions present theniselves that 
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require our aftention. The disease began and still is 
in the nose, either a hypertrophic or an atrophic con- 
dition, or both, exist. at the same time. General 
constitutional measures are always indicated and 
must never be omitted. For the local treatment we 
make use of some alkaline nose spray, because the 
normal secretions of the nose are alkaline in reac- 
tion, but in case of acute or chronic nasal catarrh it 
frequently happens that these discharges take on an 
acid character. The acidity may be due to some ex- 
ternal influence, or it may be and more likely is, a 
provision of nature. We know that alkaline solu- 
tions soften, while acid solutions harden mucous 
membrane, We also remember that during the acute 
stage of an inflammation the mucous membrane is 
swollen and congested, an acid solution is therefore 
indicated to cause contraction. The acid should, 


Fig. 3. Ear Drum Bulging Inward. 


however, proceed from within outward, as it really 
does when nature works her own cure. If, therefore, 
we wish to assist nature, and that should really be 
our mission, it should be our duty to use an alkaline 
solution for a nose spray. In the first place, by apply- 
ing to the outside of a mucous membrane an alkaline 
solution we stimulate the acid glands and so cause a 
stronger acid activity to take place within the mu- 
cous membrane, leading to greater evacuation and 
saturation of an acid media, with consequent con- 
traction of the tissues in a normal or natural man- 
ner; secondly, we should use an alkaline nose spray 
because the alkaline spray will soften and better re- 
move the tenacious acid mucus and the dried scabs. 
Assuming that the naso-pharynx has been properly 
cleansed, a mucous membrane either in a state of 
hypertrophy or atrophy requires a stimulating meas- 
ure. Of all agents used, the high-frequency current 
from a glass vacuum electrode, delivered to the 
entire mucous membrane of the nose, is perhaps the 
best. This current should be used to the point of 
comfort for two or three minutes in each of the 


nares. As an aseptic and antiseptic dressing we 
make use of a 10% solution of iodin and albolene. 
This mixture is sprayed into the nasal cavity with 
an albolene atomizer. 

When the entire nasal cavity has been so pre- 
pared, an attempt should be made to force air into 
the Eustachian tube for two reasons; first, to 
equalize the air pressure upon the drum-membrane, 
and secondly, to facilitate the discharge of mucus 
and accumulations from the tympanic cavity; in 
other words, we restore the physiological function 
of the tube. It remains now to break up the fibrous 
ankylosis that exists hetween the membrane tym- 
pani and the articulations of the chain of ossicles. 
For this purpose we require a pump capable of 


SA 


Fig. 4. Ossicles, Showing the System of Leverage. 


aiternating between a suction and compression 
stroke. This pump is attached to an Otis auro- 
scope. The speculum of the auroscope should be 
protected by a small rubber tip to avoid undae pres- 
sure or injury to the auditory canal. This instru- 
ment is fitted with a small incandescent lamp and a 
magnifying lens so arranged, that when the appa- 
ratus is in action the movements of the entire mem- 
brana tympani may be under ocular supervision. 
The vibrations should be of moderate speed at 
first, but soon increase: to tolerance for about two 
cr three minutes in each ear. The treatment is then 
completed by adjusting the pump in such a manner 
that the suction stroke only is used. This causes 
more or less of a vacuum in the outer canal, the 
membrana tympani very promptly yields to the 
vacuum and bulges outward. A thorough stretch- 
ing and loosening of the membrane with its chain 
of ossicles, especially the stapes from its contact 
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“with the perceptive apparatus, takes place. A pas- 
‘ sive hyperemia is induced which is followed by ab- 
“sorption of the inflammatory products. In other 


words, a pathological condition has been changed 
with every assurance of restoration of physiological 
function ; the cure of catarrhal deafness. 

158 West 76TH STREET. 


-THE DIAGNOSTIC INDICATIONS OF UTER- 


INE BLEEDING.* 
S. S. Graser, M.D., 


Adjunct Professor of Diseases of Women, New York 
Post-Graduate Medical School and Hospital; Gyne- 
cologist, Lebanon Hospital; Associate Surgeon, 
Women’s Hospital; Gynecologist, Presbyterian 
Hospital Dispensary, 


NEW YORK CITY, 


The subject assigned me by your worthy commit- 
tee is not one that can be discussed with the same 
clearness as can appendicitis or gall-stone disease, 
or, for that matter, almost any other condition per- 
taining to women. Since the time of Adam and 
Eve and the birth of Abel, whenever that may have 
been, the medicine man has been struggling to un- 
ravel and understand the mysteries of uterine flow. 
The anatomist, the physiologist, internist, the sur- 
geon, and even the poor gynecologist, all have 
labored to comprehend why woman was normally 
to lose a certain amount of blood more or less at 
regular periodic times. To-day we know as much 
about it as Adam did, and no more. However, the 
scientific man has settled for us pretty definitely 
what is to be considered normal and what abnor- 
mal. He tells us three to six days’ duration, with 
an average loss of six or eight ounces, may be con- 
sidered the normal, and anything much over either 
in duration or amount, as abnormal. 

To consider the subject more seriously we are 
confronted with a few pointed questions and then it 
is for us to answer either in the positive or nega- 
tive, if we can. First, why do women menstruate? 
We don’t know. Theories we have plenty, definite 
tangible facts we have not. Second, is this func- 
tion necessary to the propagation of the human 
welfare? We can answer it is not, because we 
see many women with a life long absence of the 
menses perfectly healthy, except possibly in so far 
as her mental equilibrium is disturbed by her sis- 
ter’s invariable insistence that she cannot live with- 
out menstruating. Otherwise she may be rosy 


* Read before the Rronx Medical Society, September, 1908. 


cheeked and well developed. We might go a step 
further and ask, are the pelvic contents essential to . 
her economy; we answer rectum and bladder yes, 
tubes, ovaries and uterus, no. In other words she 
does not need the procreative portion of her pelvis 
to her own individual existence. 

Again we may ask, is the function of menstrua- 
tion necessary to the propagation of the human 
race; may the women bear children without it? We 
answer it is not absolutely necessary and she may 
bear children without menstruating, for we know 
such cases are on record and even cases who only 
menstruate while pregnant, and. so when women 
consult us regarding the absence of the menses it 
is imprudent indeed to hang our heads in expres- 
sions of gloom and woe and tell her it is all up wit 
her. 

Now to come more definitely within the scope of 
this paper, the diagnostic part of uterine knowledge, 
we must leave the normal part of the woman’s flow 
and begin to tread on the threshold of the patholo- 
gical. At the outset we touch temporals and begin 
to query if we may learn anything relative to diag- 
nosis from the character of the flow itself, and we 
find on a little investigation that we can learn a 
good deal and that by comparison and the exercise 


of three of our five senses, smell, feeling and see- 


ing, we will be able to approximately determine the 
probable cause of the flow. 

One of the first things to interest us will be the 
degree of the coagulability of the blood. The 
nearer it is to a true menstrual character, the less 
it will clot; at the same time we must consider the 
patient’s general systemic condition, whether she is 
anemic, the subject of gall bladder or other biliary 
disease, in a word, we must eliminate every possible 
constitutional disease that might in any way be in 
causative relation to the flow. If found to be 
purely local we begin to determine its characteris- 
tics by odor, consistence and appearance. Next we 
must differentiate the local from general causes, 
that is, whether the bleeding in question is due to 
some condition confined to the pelvis or to some- 
thing systemic. As a rule, when a physician is 
called to see a patient who reports that she is having 
a uterine flow he is altogether too apt to allow his 
attention to be focused on her pelvis and by that 
fail of correct diagnosis, 

We are willing to admit that the constitutional 
causes of uterine hemorrhage by no means com- 
pare in frequency with the local, but they are none 
the less fully as important, and a paper of this kind 
will indeed be lacking in usefulness if it did not 
consider them at least concisely. 
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Probably the most frequent of these is malaria! 
infection, and this we believe more prevalent in the 


younger women whe are also more prone to 


hematuria. In the case of an unmarried woman 
the subject of- such bleeding, it requires the most 
keen judgment on the part of the practitioner lest 


‘he mistake it for abortion or vaginal infection, as 


sometimes there is such lividity about the vulva and 


vaginal mucosa in malarial bleeding as would lead 


one to make a snap diagnosis of vaginitis; or in 
case of a congested uterus and appendages, of 
pregnancy. A careful search into the history of 
such cases will prevent mistakes and chagrin. 


Next biliary affections will often attract our at- 


tention. Here very often if we are able to examine 


the fading stains on clothing we may detect shades 
of yellow, in other words, of bile even where jaun- 
dice is not particularly evident in the skin, just as 
we find it in the urine before the sclerotics show 
yellow. 

An important point in these cases is the lack of 
coagulability of the blood, for these women do not 
show many clots. 

When it comes to typhoidal bleeding mistakes are 
as frequent as its being mistaken for appendicitis, 
for we know that not few but many patients have 
their appendices removed who are really typhoid 
subjects, and I don’t believe I am on the brink of 
falsehood when I say they are often curetted for 


similar reasons, 


Then follow purpura scorbutum, hemophilia, 
chronic nephritis, anemia, chlorosis, heart disease. 
A word about hemophilia. It is supposed by many 
that this never plays any part in the uterine hemor- 
thage of woman and that nature has enabled her to 
Overcome an. cendency in this direction by the fact 
and function of menstruation. We are loath to 
accept this for we have had under our care three 
hemophilias, each of whom would bleed until prac- 
tically exsanguinated before the flow would cease. 
Each one of these was a young woman, otherwise 
healthy, and certainly not subject to fibroids, 
sclerosis or aught else. Hence, we believe true 
hemophilia in the female at outset of menstruation 
to be a serious condition. ; : 

As to the character of the flow in cases where 
the source is constitutional we believe it to be for 
the most part, except in hemophilia and purpura, 
rather of a type and approaching the grumous. 

As to the local causes; here we have a field for 
direct examination, and here it behooves us to pay 
closer attention to the type of the discharges, and at 
the outset we must know that it makes a marked 


difference in which direction our patient is bleeding, 
whether externally or toward the peritoneal cavity, 
for quantity she will bear an external hemorrhage 
much better than she will the same amount into the 
abdominal cavity. Take for example a case of rup- 
tured tube. Here anything approaching the amount 
we often see under the hips of a patient who has 
bied from the uterus through the vagina would as- ~ 
suredly kill her if it were intra-peritoneal. The rea- 
son is doubtless the irritation to the peritoneum, or 
as it is usually called, peritoneal shock. The same 
helds true of hemorrhage into the bladder or 
rectum, 

Once in a while a practitioner will encounter a 
condition of peculiar odor, an odor if once learned 
will not be easily forgotten, of a consistency some- 
what slimy, dark in color, not readily given to 
coagulation, probably not too profuse. With such 
data he will not be far wrong in making at least a 
tentative diagnosis of dead fetus in utero, The 
temptation here would be to at once empty the 
uterus. But right here lies some danger, especially 
if that fetus happens to have been dead for some 
time. Contrary to the cases of incomplete abortion, 
so long as the membranes are intact these women 
will do better if allowed to throw the uterine con- 
tents off en masse, which she will usually do 
promptly. 

The bleeding due to ectopic gestation and 
pyosalpinx is quite similar and yet often distinct 
enough to be fairly evident. They are both mucous- 
like and dark, but in the ectopic there ave apt to be 
shreds, while that of pyosalpinx contains more true 
blood. 

The one instrument that finds its way to these 
cases very often, and not without detriment to the 
patient, nor worry to the doctor, is the curette. It 
stands to reason it has no place in either class and 

“~we must say here that enough can be inferred from 
the character of the discharge to at least arouse 
suspicion. 
In fibroid tumors the hemorrhage is generally of 
a brighter red and may or may not be very profuse, 
and here again clotting does not take place with 
anything like the readiness it does in parturient 
cases, whether in abortion, placenta previa or post 
partal. 

In the ambulatory cases coming to our Offices, 
if the patient is a subject of fibroid her general 
mien and bearing is not that of a sick woman, and 
one peculiar thing is that she does not make very 
much fuss about her napkins, she makes no particu- 
lar effort at concealing it; whereas she who is 
bleeding as a result of impending abortion or re- 
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tained secundines looks ill, stooped over, and one 
can notice a peculiar nervousness in the manage- 
ment of her napkins. 

An intermittent discharge of blood, as of a pa- 
tient saying she flows two or three hours and then 
stops, or that she flows at night, is very suggestive 
of a pregnancy with placenta previa complicating 
and generally requires interference soonor or later. 
Hemorrhages attendant on the menopause are 
usually of a slightly thinner consistence and not 
such a deep red. These cases often require re- 
peated curettage, say every three or four months 
for a year to keep them under control. 

A bleeding that is easily started by the slightest 
manipulation of the cervix or uterus in women over 
thirty-five and sometimes younger should always be 
a strong incentive to search for malignant disease. 
The condition known as fecal tumor is fre- 
quently a cause of uterine bleeding. 

18 East SEvENTY-FIRST STREET. 


PLACENTA PREVIA CENTRALIS. 


Harotp A. Mitter, M.D., 
PITTSBURGH, PA. 


It is not the intention of the essayist to enter into 
a text-book discussion of placenta previa further 
than a short review of the history and etiology, as 
well as the older method of treating these cases, the 
search for a new method and a report of a method 
used by me during the past year which, I believe, 
will materially reduce the maternal mortality in 
these cases, not interfering with the ability of the 
mother to bear children in the future and a slight, 
if any, increase of fetal mortality. 

Historical_—The history of placenta previa no 
doubt dates back to near the beginning of the world 
and was described by Gillehau and Mauricau in the 
beginning of the sixteenth century, but the first 
clear clinical and anatomical description was made 
by Portal in 1685. The first noteworthy American 
description of this condition was an article by Dr. 
Frank published in the transactions of the American 
Medical Association, 1885. From that time on, we 
find this condition occupying the minds of the lead- 
ing obstetricians, many of whom have written valu- 
able articles, all admitting that placenta previa cen- 
tralis is the most dangerous of obstetrical emergen- 
cies, and varying in the treatment from absolute 
rest in bed, with bleeding from the arm for con- 
trol of the hemorrhage, to immediate Cesarean sec- 


Etiology.—The selection of a site in the uterus 
for the attachment and growth of the ovum has 
been, and still is, nature’s carefully hidden secret, 
Among the first to theorize on this condition was 
Hunter, who conciuded that the ovum coming down 
through the tube pushed the decidua ahead of it, 
thereby being covered in and is arrested at or near 
the internal os. This theory was not generally ac- 
cepted and gradually supplanted with the theory, 
which was undisputed up to a few years ago, that 
the ovum attached itself to the thickened endo- 
metrium; it was caught into a fold, the villi bur- 
rowed into the mucosa which so irritated the sur- 
rounding tissues that it hypertrophied wall-like 
around the tiny ovum, finally covering it entirely. 

Recently, however, fortunate finds of early hu- 
man embryos and experiments on animals by von 
Spee, Opitz and Peters, have proven a slightly dif- 
ferent mode of implantation of the ovum, which, 


according to their findings, eats its way into the en- | 


dometrium and sinks itself more or less deeply 
toward the musculature; the ovum at this period 
being very small (one and one-half to two mm.), 
in diameter. The opening in the epithelium soon 
closes by the hypertrophy of the surrounding tissue 
and any remaining opening is covered by a blood 
clot. The site of the insertion of the ovum becom- 
ing the site of the future insertion of the placenta 
and a slight development of the uterine wall no 


doubt takes place, permitting the flat growth of the . 


placenta. 

The future size of the placenta depends on the 
nutrition of the ovum and the general healthy con- 
dition of the decidua, and a previous endometritis 
is probably productive of many anomalies. This 
condition necessitated the wandering of the ovum 
from the opening of the tube toward the internal os 
until it found a suitable place for its attachment. 

The way the placenta grows over the internal os 
is a matter of much speculation, all agreeing that it 
must first implant itself low in the uterus. All in- 
vestigators agree that the placental villi can and do 
develop in the decidua reflexa and that this portion 
of the periphery of the ovum can later be applied 
to the decidua vera around the internal os, bridging 
over the latter. 

Another theory is that the placental villi split, the 
decidua growing circularly around the os; after it 
is encircled by the villi it easily allows their growth 
over the narrow space. Very rarely the villi take a 
downward course by burrowing toward the external 
os, producing cases of cervical placenta, such as 
have been reported by Ahlfeld and Whiter. 
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_ Frequency.—Placenta previa marginalis is prob- 
ably much more frequent than is generally supposed, 
while reports of placenta previa centralis vary from 
one in five hundred to one in a thousand, according 
to the reporter, and depending upon whether or not 
the observation was made in private practice or in 
maternity hospitals. 

Pinaurd devised a system of measurements for 
the determination of the placental site. It con- 
sisted in determining the distance from the edges 
of the tear in the amniotic sack, from which the 
fetus had escaped, to the border of the placenta. 
To perform this he placed the placenta with its ma- 
ternal surfaces down, then grasped the edges of the 
sack drawing them taut, after which the distance 
from the edge of the tear to the border of the pla- 
centa was measured. He estimated that the length 
of the lower uterine segment was between ten and 
eleven cm., and therefore a rupture in the sac 
where the distance from the edge of the tear to the 
margin of the placenta was less than ten cm, the 
placenta was partially attached in the lower uterine 
segment. By this method he estimated that in more 
than one-fourth of all cases at least part of the pla- 
centa was situated in the lower uterine segment. 
This method of estimation is no doubt susceptible 
to errors where the rupture of the membranes does 
not correspond to the most inferior part and in 
cases where the membranes are badly or irregu- 
larly lacerated. 

While the method of Pinaurd to locate the pla- 
centa has, no doubt, resulted in larger percentages 
than is usually found in practice, still placenta pre- 
via as a complication of labor would be much more 
frequent than this if it did not so often interrupt 
pregnancy. Some authors estimate the frequency 
of abortion and miscarriage to be between forty and 
sixty per cent. On the other hand, the deduction 
nade from a purely clinical point of view or where 
hemorrhage is present, no doubt underestimates the 
frequency of this condition as the marginal or 
lateral type frequently gives no clinical symptoms 
when the membranes rupture early, the head or 
presenting parts descend quickly and exert such 
pressure on the placenta site that bleeding does not 
occur, 

Diagnosis.—From a clinical point of view it is 
well to consider, as placenta previa, all cases where 
the placenta is attached in that portion of the uterine 
segment which must be dilated to allow the advance 
of the presenting parts. The difficulty of early diag- 
nosing the placental site is readily appreciated by 
those who have had a large experience in this line, 


the only positive sign being the palpation of the 
placental tissues through the dilated os; but a care- 
ful examination of the pregnant woman in the sixth 
or seventh month, should exclude placenta previa 
centralis and in the majority of cases, a marginal 
implantation which is sufficiently near the internal 
os to cause serious hemorrhage, c21 be detected 
unless the hemorrhage occurs from a comparatively 
remote attachment where the descending head or 
presenting parts causes premature separation of the 
placenta. In this examination it is always well to 
remember Hegar’s symptom of pregnancy which 
if applied both antero-posteriorly and to the lateral 
walls should give us a very thin lower uterine seg- 
ment, an impossible condition if placenta previa 
exists. In the sixth month or after, a careful bi- 
manual examination, either vaginal or per rectum, 
will usually reveal a peculiar spongy, fibrous, thick- 
ened gritty mass, situated just within the lower 
uterine segment and between the palpating finger 
and the presenting part of the fetus. In case it is 
total, but not central, the border may be felt an- 
terior, posterior, or to the side of the cervix. The 
value of a rectal examination at this time must not 
be forgotten, as in the case of a small vaginal open- 
ing, it will be almost as valuable as the vaginal ex- 
amination; it is less painful and free from danger 
of sepsis. 

When we have a thin relaxed abdominal wall 
sometimes the margins of the placenta may be 
plainly felt if we have taken the precaution to se- 
cure an empty bladder before the examination is 
made. This was first pointed out to us by Spencer. 

Feeling this mass per vagina or rectum we must 
differentiate between matted hair, thickened vernix 
caseosa, a monstrosity with exposed viscera and 
hemorrhage between the membranes. As a matter 
of fact, however, most cases are diagnosed when 
bleeding begins and this occurs after the sixth 
month in eighty-four per cent. of the cases. In fact, 
painless, causeless uterine hemorrhage at this time 
is almost pathognomonic of placenta previa. It has 
only to be differentiated. from a ruptured varix of 
the vaginal wall and carcinoma of the cervix, both 
of which are readily differentiated by vaginal exam- 
ination. Fortunately, for the prospective mother, 
it is rare that the first hemorrhage is of sufficient 
gravity to endanger the life of the patient, but a 
second hemorrhage surely follows with an increase 
in the amount of blood lost, and increased difficulty 
in controlling it, after which hemorrhages occur at 
regular intervals without cause and irrespective of 
the position of the woman. All attempts to control 
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the hemorrhage by absolute rest and quiet are sure 
to fail and the patient may suddenly awake from a 
sound, quiet sleep and find herself in a pool of blood 
or may notice blood with every urination or defeca- 
tion. 

Lateral implantation of the placenta, seldom 
causes ante-partum hemorrhage, unless the placenta 
is situated sufficiently near the internal os, to be 
within the area of dilatation necessary for the de- 
scent and engagement of the presenting fetal parts. 
If it is within this area and the membranes are tough 
and inelastic they may, by dragging down, produce 
a more or less complete separation of the placenta 
with consequent bleeding. Fortunately, however, 
rupture of the membranes usually occurs and the 
pressure of the presenting part controls the hem- 
orrhage more or less effectually. 

It has been suggested, and I believe, that the ma- 
jority of cases of premature separation of the pla- 
centa are of the lateral type with tough inelastic 
membranes, which do not rupture early and by its 
dragging effect a premature separation is produced. 

If placenta previa be suspected, all examinations 
should be made with care and not before prepara- 
tion for the control of the hemorrhage is made. 

Older Methods.—It is interesting to note that the 
pendulum, in the treatment of this condition, has 
swung from the ultra conservative to the extreme 
radical or from the period of waiting for spontane- 
ous termination of pregnancy with the survival of 
the elect, to the present day when the advocates of 
Cesarean section advise this method as soon as pla- 
centa previa is diagnosed. 

Unfortunately, the statistics of the ultra conserva- 
tive are not available, but the universal recognition 
of the gravity of this condition, even at that time, 
leads us to believe that the elect were few in num- 
ber and those probably belonging to the marginal 
type of placenta previa. That the treatment of this 
condition is still a matter open for discussion and 
a matter upon which the most prominent men in 
our profession differ widely is shown by the fol- 
lowing abstracts: 

Hudson Ford, St. Louis; A. Palmer Dudley, 
N. Y.; and G. M. Boyd, Philadelphia, said in effect: 
“Cesarean section and the Porro operation are not 
only justifiable, but in reality indicated in complete 
and central ectopic implantation of the placenta.” 

A. G. Zinke, Cincinnati, O.—‘“That there are 
eases of partial placenta that may be successfully 
treated in the old way I do not doubt. Perhaps a 
small majority of all the placenta previa cases can 
be treated successfully, as to the mother at least, 
in the manner of Fry and De Lee, but what of the 


large majority of mothers that succumb and the 
great majority of children that are sacrificed at 
once ?” 

C. A. L. Reed in his text-book of gynecology 
said: “Cesarean section might be advisable in some 
cases of eclampsia, but a skilled obstetrician would 
never think of such a procedure in cases of placenta 
previa. In fact, the operators who advocate this 
step in obstetrics are surgeons who have had little 
or no experience in obstetrical practice.” 

It is to be regretted that search for improvement 
in methods of delivery per vagina have practically 
been given up, or at least discouraged, by the fol- 
lowing editorial from Obstetrics: — 

“No new method of treatment per vagina will be 
evolved that will materially improve the best method 
now pursued by thorough obstetricians.” 

In pre-antiseptic days the conservative, or the 
physician who artificially dilated the os, separated 
the placenta and delivered the fetus, produced a 
maternal mortality of about thirty per cent. in cases 
reported as placenta previa centralis. In the mar- 
ginal varieties a mortality of sixteen per cent. was 
secured, 

In the antiseptic period this mortality was not 
materially decreased, as in the total of 4,731 cases 
collected. we still find a maternal mortality of 
twenty-four and four-tenths per cent. for the cen- 
tral variety, and eight and three-tenths per cent. for 
the lateral or partial variety. 

When the high percentage of mortality is consid- 
ered, it is no wonder that gynecologists, who were 
securing a mortality of one to one-third of one per 
cent. in operations for the removal of the uterus, 
should attack this condition through the abdominal 
route, especially when it is considered that not a 
few of them were unfamiliar with the obstetrical 
canal and chose the route with which they were fa- 
milar in preference to an operation which necessi- 
tated rapid dilatation of the cervix, version and ex- 
traction. 

As the tables available did not accurately differ- 
entiate between placenta previa centralis and the 
marginal or lateral varieties, and it is fair to pre- 
sume that the percentages of one to the other was 
the same in those days as at present, we will largely 
arrive at our deductions from the averages of the 
totals, This method seems particularly fair in ar- 
riving at the mortality secured by Cesarean sec- 
tion, as in the statistics where the varieties were 
differentiated I found that placenta previa centralis 
had existed in only forty-five per cent. of the cases 
treated by Cesarean section, and it is not probable 
that this differs materially from the percentage of 
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the different varieties treated by the other or more 
conservative method. In arriving at my deduc- 
tions in this manner, I find a mortality of nearly 
twenty-five per cent. or about on a level with the 
mortality secured by rapid dilatation, version, and 
extraction in the antiseptic period. 


In our analysis of the cause of death, hemorrhage 
stands out so conspicuous that a material reduction 
of the mortality is not to be considered without first 
devising a more absolute means for its control. The 
origin of the blood prior to delivery is from four 
principal sources: 

First: The veins of the placental site. 

Second: The inter-villous spaces of the placenta. 

Third: The circular sinus of the placenta. 

Fourth: Rarely from interference with the fetal 
bloodvessels. 


Tamponing the cervix at this time is a method 
which has been in vogue for a number of years, and 
no doubt was an improvement when it was intro- 
duced, but a tampon sufficiently firm to control the 
hemorrhage will within a short time produce enough 
dilatation of the cervix to increase placental sepa- 
ration and after this dilatation occurs with this in- 
creased placental separation, we find our cervical 
tampon loose and expelled by the force of the blood 
behind, which, if the cervival tampon has been sup- 
plemented by a firm vaginal tampon permits of a 
hemorrhage into the large vaginal cavity until it 
entirely fills the bony pelvis below the superior 
strait. For this method to materially reduce the 
amount of hemorrhage it certainly must be repeated 
frequently, under the constant care of the attending 
physician, and even then the amount of blood lost 
before we have sufficient absorption and dilatation 
to permit of delivery, would no doubt, in the ma- 
jority of cases, border on the line of tolerance. 

Rapid dila.ation bimanually performed, allows of 
no control of hemorrhage until such time as dilata- 
tion is sufficient to insert the hand, produce version, 
and bring down a leg of the infant in the cervical 
canal, which by direct pressure, does control to a 
greater or less extent the hemorrhage during the 
process of dilatation until it is complete. In cases 
where direct pressure by the protruding part of the 
infant fails to control the hemorrhage, it has been 
recommended that we grasp the cervix with the 
hand and make pressure. Unfortunately the de- 
scending part of the fetus in a very large percent- 
age of cases also produce greater separation of the 
placenta which is usually delivered before or with 
the buttocks of the infant, and before nature can 
control the hemorrhage from the placental site by 


the usual process of contraction and retraction. 

At this time the appropriate warning “Save 
blood,” calls for immediate action and we are com- 
pelled to rapidly extract the child to permit uterine 
contraction and retraction, with the result that in a 
certain number of cases we produce severe tears, as 
it must be remembered, under these conditions, the 
cervix is more readily torn than a normal cervix; 
and on account of its increased thickness and vas- 
cularity bleeds many fold more freely than under 
normal conditions. These tears unfortunately do 
not always end at the internal os, but in a large 
percentage of cases extend well up into the body of 
the uterus. 

Under all circumstances there is normally a paral- 
ysis of the uterus at the placental site, which is not 
a matter of moment when the placenta is normally 
situated; but when it is attached to the lower seg- 
ment of the uterus this paralysis is often a matter 
of grave concern for at best the uterine wall below 
Blandi’s contraction ring has but a minimum power 
of.contraction and retraction. This area of uterine 
paralysis and the limited power of contraction and 
retraction frequently gives rise to trouble in the 
third stage of labor by its inability to free itself of 
the normal placental attachment, causing retained 
placenta; and actual pathological adhesions of the 
placenta do occur in one-third of all cases. 


Either of these conditions necessitates intrauter- 
ine manipulations during the third stage of labor 
with its consequent dangers of septic infection and 
while our belief in the absence of active pathogenic 
germs in a normal vagina at term seems to be 
founded on fact, still under circumstances not al- 
ways under control, or in conditions not fully recog- 
nized, a bacterial flora of marked virulence may de- 
velop. 

It has been suggested that the presence of active 
bleeding will render the vaginal secretions alkaline 
and thus offer a habitat for the development of mi- 
cro-organisms usually present or introduced by un- 
clean hands and dirty instruments. 


A puerperal infection whose atrium is the pla- 
cental site is particularly dangerous to the parturient 
woman on account of its intimate relation to the 
veins and lymphatics and the almost direct com- 
munication of the vessels in the lower uterine seg- 
ment and cervix with their allied structures in the 
parametrium, makes dissemination frequent, and 
goes a long way toward explaining the great fre- 
quency and virulence of post-partum infection in 
placenta previa. 


About one and one-half or two years ago, in dis- 


q 
i 
| * 
7 
q 
4 
2 
i 
q 
si 3 
y 
7 
q 


AMERICAN 
JOUPNAL OF SURGERY. 


MILLER-—-PLACENTA PREVIA. 


January, 1909. 


cussing this operation with me, a friend and fellow 
practitioner suggested the possibility of assisting in 
the control of the hemorrhage by ligature of the 
uterine artery through the vagina. In February of 
1907, our first case presented itself. 


After careful preparation, tenaculum forceps 
were applied to the anterior and posterial lip of the 
cervix; the cervix was pulled down into the vagina 
as far as possible; a retractor, held by my assistant, 
was applied to the vaginal wall on the left side of 
the patient; the uterine artery palpated with the 
index finger of the left hand and a catgut ligature 
was thrown around the artery prior to its division 
into the anterior and posterior cervical artery. This 
procedure was repeated on the right side of the 
<ervix, with the exception that the uterine artery 
was palpated with the index finger of the right 
hand and the ligature thrown around with the left 
hand; the needle being introduced below the artery 
and brought out above in order to avoid the possi- 
bility of including the ureter. After this, rapid 
dilatation was resorted to by the use of a Bossi 
dilator. In about twenty minutes the cervical canal 
was dilated to six cm. A finger was then inserted 
along the left wall of the lower uterine segment 
until a leg was grasped, which was brought down 
and the child delivered. 

My experience with placenta previa had so im- 
pressed me with the danger of severe hemorrhage 
from further separation of the placenta that I 
extracted the fetus rapidly, thereby greatly increas- 
ing a cervical tear which had been started by the 
Bossi dilator. The tear was very deep, extending 
well up into the body of the uterus and was with 
difficulty repaired; after which the control ligature 
around the uterine arteries was removed, and 1 
believe the patient lost but little, if any more, blood 
than during a normal labor. 

The fetus was resuscitated with some difficulty 
and lived for several hours; dying, I believe, of 
prematurity. 

Unfortunately, however, our technic was lacking 
in some particular and the cervix became infected, 
which was followed by phlebitis of one limb, but 
with this exception the patient made an uneventful 
recovery. 

Since this I have delivered ten cases of placenta 
previa centralis by this method. Two had severe 
hemorrhages and suffered from such a profound 
degree of anemia when I first saw them that death 
was only a matter of a few hours, though I be- 
lieve, and eye witnesses agree, that both lost con- 
siderably less blood than a normal labor, but both 
died within a few hours. 


The sixth case was interesting, and the first in 
which I was absolutely confident that the method 
would control the hemorrhage. Prior to bringing 
the patient in the delivery room every precaution 
was made for combating any hemorrhage with 
which we might have to deal. The intravenous 
injections of saline solutions and the use of stimu- 


lants were intrusted to an assistant and he was 
instructed to use them if necessary. The anesthetist 
was instructed to give the patient as little anes- 
thetic as possible to keep her partially unconscious 
but not sufficient to interfere with uterine contrac- 
tions. The cleansing of the parts was commenced 
at the same time as the anesthetic. After shaving 
and thorough cleansing of the external genitals and 
the vagina, the cervix was grasped by the forceps, 
drawn well down to the vulvar orifice, held there by 
an assistant, while with my left hand the uterine 
artery was palpated as high as possible in the cervix 
and above the junction of the cervical and vaginal 
mucous membrane. After this, with my right hand, 
a full curved needle carrying a heavy catgut suture 
was inserted immediately below the lower border 
of the uterine artery, carried deeply. into the cervi- 
cal tissue and brought out above and tied. The 
cervix was then drawn to the left side of the patient 


and this procedure repeated to tie the right uterine | 


artery. On account of the very close relation be- 
tween the uterine artery and the ureter at this point 
it is necessary that this artery be definitely located 
and the needle inserted as near as possible below 
and carried from below upward, as by this method 
we reduce to a minimum the possible danger of 
injury to the ureter. 

After this a Bossi dilator was inserted and firml 
grasped by an assistant, while with one hand t 
manipulated the screw of the dilator, increasing 
the diameter as fast as the palpating fingers of my 
left hand showed the cervix to be relaxed and dilat- 
ing under this pressure. This process of dilatation 
was continued until the total amount of dilatation 
slightly exceeded eight cm. 

During this time the placenta stood prominently 
in view and we could plainly see the increased dila- 
tation causing increased separation of the placenta 
without hemorrhage. In fact, the hemorrhage was 
so slight that with an occasional mopping off the 
placental site the view was always clear and dis- 
tinct. The placenta was now delivered, internal 
version done and the child delivered as rapidly as I 
thought the exigencies of the case demanded to 
secure a living child. 

After delivery an examination of the cervix 
showed a slight bilateral tear, neither side of which 
extended to the internal os, and a slight tear of the 
perineum. These injuries of the soft parts were 
immediately repaired and the patient went on to an 
uninterrupted recovery. 

A few days after this another case presented it- 
self and the same method was pursued until dilata- 
tion was complete, or nine cm. After this an ex- 
amination showed the placenta almost completely 


' separated, and although the placenta was delivered 


before the child, no hemorrhage of any consequence 
occurred. Feeling that the best interest of the 
mother, as well as the child would be promoted by 
the application of forceps, pressure was made from 
above, forcing the child down and the head engaged 
in the superior strait; forceps were applied and de- 


: 
4 
s 
t 
t 
v 
t 
I 
¢ 
te 
r 
b 
re) 
tl 
W 
b 
I 
te 
t 
n 
li 
m 
to 


January, 1909. 


MILLER—PLACENTA PREVIA. 


JOURNAL OF SURGERY. 


livery completed with moderate rapidity and with- 
out injury to the soft parts of the mother. 

In my previous operations I have been in the 
habit of removing the ligatures from the uterine 
arteries, although I feel that in quite a number of 
the cases the artery was more or less constricted 
by the suture used to repair the cervix and in one 
instance there was considerable oozing from the 
placental site around the cervix. In the last case, 
for the first time, I allowed the ligature to remain 
on the artery with the result that there was no sec- 
ondary hemorrhage and some ten days after deliv- 
ery I found the cervix well involved, firm, admitting 
the index finger in the external os and the internal 
os being practically closed. The circulation seemed 
to be good and the general appearance of the mu- 
cous membrane did not denote deficiency of the 
blood supply. Since this case it has been my prac- 
tise to allow the ligature to remain. 

My result in these cases would seem to demon- 
strate the fact that the cervix does not seriously 
suffer from the restricted blood supply and that 
collateral circulation is established to a sufficient ex- 
tent. My reason for allowing this ligature to re- 
main is on account of the lessened power of con- 
traction and retraction of the lower uterine seg- 
ment as well as a normal paralysis of the uterine 
wall which always occurs to a greater or less ex- 
tent at the placental site. 

In reviewing these eleven cases I must say that 
I seriously regret the loss of the second and third 
cases and believe these lives to have been lost owing 
to the fact that at that time I was not absolutely 
confident that my method would control hemor- 
rhage to the extent that waiting until the shock had 
been combated was justifiable. Since that time my 
observations on these cases have led me to believe 
that the proper method of handling these two cases 
would have been to have applied the ligatures, after 
which to have resorted to the usual method of com- 
bating hemorrhage and waiting until such time as 
I saw that collateral circulation was becoming es- 
tablished. I believe that under ordinary circum- 
stances this would be in the neighborhood of one 
hour and while waiting this length of time would 
no doubt absolutely cause the death of the fetus, 
still in neither of these cases would evidence of fetal 
life be found prior to my attempt at delivery. 

The history of ligation of the uterine artery can 
be summed up briefly as follows: 

“Fritsche was the first one to practice in 1885 
the ligature of the uterine arteries for the treat- 
ment of hemorrhagic metritis; he advocates it also 
to stop hemorrhages when other measures fail. He 


performs this ligature openly through the vagina. 
In 1888 Baumgartner published a work upon the 
ligature of uterine bloodvessels in cases of cancers 
not operable. He ties the uterine arteries through 
the vagina when he can, cuts them and pinches them 
in more difficult cases, takes them at their origin at 
the hypogastrium when the way through the vagina 
is not practicable. Gubareff advocated, in 1889, a 
process of transperitoneal ligature of spermatic 
vessels which Sneguireff applies upon the living to 
produce the atrophy of fibromas. During the fol- 
lowing year, Rydygier recommended the intra-peri- 
toneal ligature when the enucleation of the fibroma 
is not possible.” 

At about the same time Dorsett, in America, con- 
sidered the question. He advised the ligation of 
the uterine arteries and gives a process of vaginal 
ligature of this bloodvessel. Until this time the 
question of treating fibromas by arterial ligation 
was only examined incidentally. Dorsett, who ad- 
vises it plainly, did not practice it, while in 1882, 
Gottschalk and Franklin Martin published two im- 
portant cases. They are the ones who made a most 
important study of the question and arrived at the 
same practical conclusions. Since then Boldt, De- 
cember 5, 1893, sent a communication to the Ob- 
stetrical Society of New York, which brought from 
Adams and King some interesting personal facts 
concerning the ligature of the uterine arteries. 
Greene published two successful cases in 1894. Goe- 
let, another case; fearing that he could not stop the 
hemorrhage with the ligatures en masse, he advised 
to cut the vessels and then to tie them. “Frederick 
is not afraid to handle large fibromas extending 
above the umbilicus and he publishes five success- 
ful operations; in one case the patient even became 
pregnant.” 

“In Europe the publications on the subject are 
not sonumerous. Some of the operations have been 
performed in Denmark by Howitz, by F. Levy and 
by Bauli; they are related in the works of Kuhn, In 
Russia, Altucheff and Sneguireff have studied a 
new process of ligature of the uterine artery. And 
this is about all.” 

In France, MM. Schwartz and Rochard have, 
through want of better means, practiced the pinch- 
ing of uterine arteries; Prof. Terrier, being unable 
to perform castration, was satisfied to make a liga- 
ture upon the accessible ligament; recently M. Tuf- 
fier did likewise. All of them resorted to the liga- 
ture only when their cases were either not oper- 
able or not amenable to treatment. We believe 
that they were the first ones in France to deliberate- 
ly attempt to perform the ligature of the arteries in 
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cases of operable fibromas, and to have advised sys- 
tematically the operation when the fibromas were 
not likely to produce inflammation.” 

Comparatively few references are found in mod- 
ern text-books, but in Treves Surgical Anatomy 
mention is made of the procedure as a means of 
controlling hemorrhages from inoperable fibroids 
of the uterus. 

Vineberg of New York, states that in some of 
his cases he did have sloughing of the cervix. 

The only reference I am able to find that has an 
obstetrical bearing is one by Dorsett in which he 
states that he has ligated the uterine artery four 
times for hemorrhage consequent upon obstetrical 
lacerations of the cervix. 

Feeling that my opportunity for searching lit- 
erature was comparatively limited, I secured the 
services of Dr. Charles Pfender, of Washington, 
and quote the following paragraph from his letter: 

“T ransacked the literature of the Surgeon Gen- 
eral Library, as extensively as was possible in the 
limited time, in the hope of finding report of oper- 
ation in question for control of placenta previa 
hemorrhage, but failed to find a single report any- 
where. I feel sure that it has never been done be- 
fore, at least it has not been reported as such. Brev- 
ity of time prevented quoting of references and 
articles looked through on the subject.” 


SuMMaRY. 


To summarize I would state: 

First: The operation of vaginal ligation of the 
uterine artery and its branches may be considered 
as a simple operation, devoid of danger and may 
be done without ‘anesthesia, by anyone who is fa- 
miliar with the anatomical and the surgical technic 
of the parts involved. 

Second: The operation does not remove nor 
permanently injure any of the essential organs of 
generation and therefore does not in any manner 
decrease the possibility of future child-bearing, 
nor increase the hazard if conception should take 
place, as proven by the fact that the first case deliv- 
ered by this method has since given birth to a full 
term healthy child. 

Third: The tying of the uterine artery immedi- 
ately and absolutely controls all ante-partum hem- 
orrhage by cutting off the blood supply to the pla- 
centa. The single exception is the rare hemor- 
rhage during delivery caused by injury to the fetal 
vessels, 

Fourth: I believe collateral circulation would 
not be established until sufficient time had elapsed 


for us to successfully combat a moderately severe 
degree of anemia before proceeding to deliver. 

Fifth: By, removing the necessity of haste it 
gives time for thorough preparation of the patient 
and the aseptic technic of the operator. 

Sixth: It permits of leisurely dilating the os 
either bi-manually or by means of one of the many 
forms of the instrumental dilators. 

Seventh: The fetus may be delivered either by 
version or the head may be delivered first by the 
application of forceps. 

Eighth: The operation will become a routine 
practice of great value in all bleeding from placenta 
previa prior to any attempt at delivery. 

Ninth: The ligation of the uterine artery will 
absolutely control post-partum hemorrhage from 
the placental site and with careful attention to the 
proper method of delivery post-partum hemorrhage 
in cases of placenta previa from other sources are 
rare. 

Tenth: It will, no doubt, slightly increase the 
fetal mortality on account of the early shutting off 
of the placental circulation. 

Eleventh: It so aids us in handling cases of 
placenta previa that no mortality should occur ex- 
cept from unavoidable sepsis. 

It gives me great pleasure to state that the orig- 
inator of this method, in so far as I am able to de- 
termine, is and has been, one of our most worthy 
members, and it was he who first suggested the mat- 
ter to me and the first case reported in this series 
was the case in which the uterine artery was first 
tied by him and I believe the first time such a pro- 
cedure has been done in the history of obstetrics. 

In conclusion, I can only state that while my cases 
are comparatively few, still the observations I have 
made has led me to believe that this method is a 
great advance in the obstetric art and that this ad- 
vance in due to the patient study and investigation 
of my friend and confrere, Dr. Simpson. 

Dr. Boyce, Dr. Chalfant and Dr. Boyd have ren- 
dered valuable assistance in the delivery of one of 


these patients and also valuable suggestions during | 


the preparation of this paper. 


An Economicat ABSORBENT MATERIAL, 


The ordinary cotton waste used for cleaning ma- 
chinery, and that can be purchased for less than 
half the price of absorbent cotton, can be made thor- 
oughly absorbent by boiling in a soda solution and 
makes an excellent filling for vulva pads.—-CHar- 
Lorre A. AIKENs, Hospital Training School Meth- 
ods and The Head Nurse. 
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THE CORRECTION OF EXTERNAL NASAL 
DEFORMITIES; REPORT OF CASE. 


Joun C. Lester, M.D., 


BROOKLYN, NEW YORK CITY. 


Before entering upon a detailed report of a spe- 
cial case the writer believes that a short résumé of 
the various methods adopted and advocated by dif- 
ferent surgeons for the correction of recent and old 
injuries to the nasal structures cannot fail to be of 
interest. 

It has been well said by a recent writert that 
“neither in the works on surgery, nor in the special 
works on the nose and throat, is there much infor- 


Photograph A. 


mation about this subject, and yet an injury de- 
flecting the nasal bones causes a deformity very 
apparent and disagreeable throughout life, besides 
often obstructing one of the nostrils.” 

Hamilton,? in his earlier editions, advocated the 
use of pledgets of patent lint, “smeared with simple 
cerate,” pushed up into the nasal cavities in severe 
injuries of the nasal bones. 

Canulas were advocated by Boyer, and Bell.* 

Owing to the irritation caused by these dressings 
and the intolerance of the nasal mucous membrane 
to foreign bodies, Mason* was led to devise a meth- 
od which not only made it possible to retain the 
fragments in position, but also did away with the 


1 Fractures of the Nasal Bones. New York Medical Journal, 
March 12, 1898, 
and Dislocaticens, 6th Edition. Page 103. 


« Fractures of the Nasal Bones Treated by an Improved Method. 
Annals of the Anetomical and Surgical Society, Vol. 11, No. 5. 


necessity of an intra-nasal dressing. This method 
will be referred to more fully later on. 

The dressing advocated by Roe,’ which consists 
of a metallic form made from a sheet of aluminum 
and restrained in place by a piece of rubber adhesive 
plaster, is especially useful in selected cases, The 
Adams*® nasal truss, and the device of Cobb,’ are 
specially adapted to lateral displacements of the 
nasal bones of recent or long standing. 

This cursory review of the literature on the treat- 
ment of nasal deformities, due to traumatism, al- 
though incomplete, still contains, the writer believes, 
about all the essential advances in this line of spe- 
cial surgery. 

In what follows no attempt has been made to in- 
troduce any novel methods of treatment, but an ef- 


Photograph B. 


fort has been made by means of an illustrated case, 
tc show the advantages of the adaptation or employ- 
ment of two or more recognized methods for the 
accomplishment of a given result. 

The reduction of recent nasal deformities, how- 
ever marked, is not a difficult task, as the tissues are 
readily molded into shapé. But the retention of the 
reduced structures in place by dressings which will 
at once be comfortable and aseptic, will in many 
instances baffle the ingenuity of the most experi- 
enced specialist. Especially is this the case in de- 
tormities of long standing. The writer would hard- 
ly have undertaken so difficult and apparently 
unproimising a case for cosmetic effects as the one to 
be reported, had it not been for the encouragement 
S American Text-Book of Dircases of the Eye, Ear, Throat and 
ae 1121. 


Fractures of the Nasal Bones. New York Medical Journal, 
March 12, 198. 
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received from the report of a similar case by Dr. 
Behrens.® 

Frances C., aged 28 years; seamstress; applied 
for treatment at the St. Bartholomew’s Clinic. The 
following history was obtained: 


Eight years ago there was a severe injury to the 
nose due to a direct blow. The nasal bones were 
fractured, spread apart and the entire bridge of the 
nose flattened, as indicated in photograph A, and 
also more fully shown in a plaster cast made just 
prior to operation. Since the injury there has been 
more or less impairment of hearing, especially in 
the left ear ; breathing capacity fairly good, although 
the left naris seems to be most obstructed. Father 


with the little finger, and broken up any inflamma- 
tory adhesions that existed, an Adams’ septum for- 
ceps covered with rubber tubing was introduced 
in either side and the nasal bone re-fractured and 
thoroughly mobilized. The thickened septum was 
then incised longitudinally, and with the forceps be- 
fore mentioned the structures were torn from their 
nasal attachments and lifted forcibly into place, the 
lateral deviation of the septum being at the same 
time corrected. 

The treatment of fractured nasal bones, as em- 
ployed by Mason, and already referred to, was now 
resorted to to retain the tissues in place. It will be 
recalled that by this method two or three ordinary 


Photograph C. 


died of Bright’s disease; family history otherwise 
good. Has never had any illness. No evidence of 
lues, or constitutional taint of any kind. Functional 
examination of the ears revealed the fact that the 
hearing power of the left ear was reduced one-half, 
and that of the right ear was also somewhat im- 
paired. Examination of the nose revealed a hyper- 
trophic rhinitis; angular deviation of the septum 
and considerable thickenigg of this structure, cor- 
respondng in the main to the external deformity as 
shown in the plaster cast. Marked hypertrophy of 
the middle turbinals and a generally thickened and 
congested condition of the entire naso-pharyngeal 
mucosa. 

\On February 12, 1899, the patient was anesthet- 
ized and the deformity corrected in the following 
manner: After having explored the inferior meati 


® The Rebuilding of the Nose Without the Use of an Artificial 
Bridge. Laryngoscope, March, 1908, 


Photograph D. 


surgeon’s needles are made to pass through the skin 
on either side and through the line of fracture, when 
symmetrical. When bone is encountered this is 
drilled through. The position of the needle is al- 
ways regulated by the situation and extent of the 
fracture. 

After the introduction of the needles they are 
retained in place by a piece of rubber band, slipped 
over the head and point of the respective needles. 
The point should also be protected by small pieces of 
cork. 

Besides the dressing just mentioned two small 
Asch vulcanized rubber nasal splints, narrowed and 
modeled to conform to the parts, by the application 
of heat, were introduced underneath the needles as 
an extra support and precaution against possible re- 
turn of deformity after removal of dressing. The 
completed dressing is shown in photograph B. The 
vulcanized splints were removed, cleansed and re- 
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introduced daily during healing process. Besides, 
the naso-pharynx was thoroughly sprayed and 
douched with normal saline solution. At the end of 
sixteen days as there was some ulceration and irrita- 
tion at the points of exit of the needle, and as their 
removal did not seem to alter the contour of the 
nose, the dressing was removed, together with the 
nasal splints, and a temporary clip, as illustrated in 
photograph C, was ordered to be worn for a short 
period (two weeks). At the end of this time the tis- 
sues having apparently fully healed, and no deform- 
ity resulting from the removal of the temporary 
dressing, all appliances were discontinued and the 
naso-pharynx ordered sprayed and cleansed daily by 
the patient. The result obtained is sufficiently illus- 


Photograph 


Photcgraph E. 


trated by photograph D, and the plaster cast made 
after the tissues were completely solidified. 

The points of interest in this case are: 

The possibility of correction of nasal deformities 
of long standing. ; 

The age of the patient and the length of time that 
had elapsed after injury before remedial measures 
were instituted. 

The combined methods of treatment resulting in 
not only correcting the vertical displacement but 
also the angular displacement of the osseous and 
cartillaginous structures. 

The advisability of operating, even for cosmetic 
effects. 

The possibility of treating the naso-pharynx dur- 
ing the healing process. ’ 

The ease and comfort with which the dressings 
are worn, respiration not having been interfered 
with. 

In this connection I am especially fortunate in be- 
ing able, through the courtesy of Dr. Mason, to in- 
clude in this article the photographs E and F, of the 
first case treated by the “needle method” of correct- 
ing tractures of the nasal bone. The case was one 


of extreme deformity, being a compound comminu- 
ted fracture of the nasal bone, with fracture of the 
nasal processes of the superior maxilla. 

179 SCHERMERHORN STREET. 


REPORT OF A CASE OF PULMONARY EM- 
BOLISM FOLLOWING INJECTION OF 
SALICYLATE OF MERCURY IN 
ALBOLINE. 

EuceneE H. Ersine, M.D., 

Adjunct Surgeon, Lebanon Hospital; Assistant Adjunct 
Surgeon, Mount Sinai Hospital, 


NEW YORK CITY. 


Mr. M. is 42 years of age. He had a most 
marked superficial glossitis, aggravated by intem- 
perate smoking, for which he placed himself under 
treatment about a year ago. The surface of the 
tongue was white except for numerous ulcerations 
and deep furrows, the papillae were smoothed and 
the edges of the tongue were serrated, correspond- 
ing to the spaces between the teeth. The corners 
of the mouth were covered with persistent ulcera- 
tions. 

The patient has never had an initial lesion, to the 
best of his knowledge, nor any later evidences of 
syphilis ; nor has his wife or either of two children 
ever presented any sign of that disease. In conse- 
quence of the foregoing facts I hesitated before 
subjecting him to anti-syphilitic treatment and at- 
tempted various local measures together with ma- 
terially reducing his smoking. 

After several weeks of treatment with no appar- 
ent improvement, I thought it wise to try injections 
of mercury. I used the salicylate in albolene, fol- 
lowed later by iodid of potash. Almost from the 
first injection there was improvement. The patient 
then remained away until two months ago. Upon 
his return he said that his tongue had been very 
much better but that the trouble had recurred. I 
therefore had no hesitancy in returning to the in- 
jection of mercury. 

My injection was made at the usual site in the 
buttock and I employed the accustomed technic 
advocated by Lesser, of disengaging the syringe 
from the needle before injecting, in order to assure 
myself that I had not penetrated a bloodvessel. 
After withdrawing the needle some trifling bleeding 
followed, which, however, stopped almost immedi- 
ately. Hardly did forty-five seconds elapse when 
the patient was seized with a sudden paroxysm of 
severe and uncontrollable coughing. The coughing 
was incessant, he became much excited, and broke 
out into profuse perspiration. The coughs were 
short, there was no expectoration and several times 
for a moment there was alarming apnea. 

After about one-half hour he seemed much bet- 
ter and went home. The following day he sent for 
me, but I was out of town. The next day, how- 
ever, I visited him. He told me that the night fol- 
lowing his visit to my office he felt well enough to 
play cards until late, put coughed constantly; that 
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night he knew he had fever and chilly sensations. 
He remained in bed, coughing incessantly, until I 
saw him about thirty-six hours after the injection. 
At this time his cough had abated much, he com- 
plained of a sharp sticking pain on the right side 
of the chest, posteriorly, and over this area was 
to be heard a shower of fine crepitations. A little 
codein controlled the ccugh and two days later he 
was entirely well except for the crepitations, which 
continued for some days. 

I believe, from the sequence of events, that there 


is little doubt that the case is one of pulmonary 
embolism, due to the injection into a venous trunk 
of salicylate of mercury in albolene. 

In 3,835 injections of insoluble salts of mercury 
in paraffin, Magnus Moller found lung complica- 
tions to follow forty-three times, or once in every 
eighty-nine injections. In a second series of cases 
numbering 2,406, in which Lesser’s expedient of 
disengaging the syringe before injection was em- 
ployed, not one case of embolism ensued. Hartung 
showed, as perhaps my case also exemplifies, that 
Lesser’s expedient is not infallible, and that the 
reedle may be in the iumen of a vein, but that the 
intravascular pressure is not sufficient to force the 
blood through the needle and make its appearance 
externally. 

It has been recently suggested to me to aspirate, 
using the loaded syringe for that purpose, just prior 
te depositing the medicament in the tissues. If the 
needle is in a vein, with this procedure, blood will 
freely enter the syringe. If the needle is not in a 
yein, blood will not be aspirated. 

It is of interest to note that pulmonary emboli 
caused by experimental injection of paraffin or al- 
bolene are in the main milder than when these ve- 
hicles contain insoluble salts. The insoluble par- 
ticles more often produce irritation and small areas 
of pneumonia. 

A striking feature of pulmonary embolism fol- 
lowing therapeutic injection is the mildness of the 
symptoms. 

The symptoms may be classified as follows: 

1. Pulmonary— 

Coughing paroxysms 
Apnea 

Pain in chest 

Bloody sputum 

Physical signs in chest 

2. General— 

Chilly sensations 
Fever 
Disturbances of taste. 
3. Absorption (occurring late) 
Anemia 
Albuminuria 


Erythema 

Stomatitis 
It is of further interest to know that this accident 
is rarely followed by a fatal issue. ; ; 


ACUTE PERFORATING GASTRIC AND 
DUODENAL ULCER.* 
EttswortH Et ror, Jr., M.D., 
Surgeon to the Presbyterian and Gouverneur Hospitals, 
NEW YORK CITY. 


(Concluded jrom the December Number.) 


Case VI.—Male, 38 ; admitted to the Presbyterian 
Hospital, October, 1907. Patient is moderately al- 
coholic and for the past year has been drinking 
heavily, especially whiskey, beer and gin. Nine 
years ago he had a chancre with secondary symp- 
toms and five years ago an attack of chills and 
fever. Two days ago he had a cramp-like pain in 
the lower abdomen, which came on without warning. 
The pain shot back and forth from right to left, but 
seemed more severe on the right side, and in a few 
minutes became more general, being specially intense 
in the right upper quadrant. There was nausea and 
vomiting one half hour after the onset of the pain. 
Brandy, pepper, and ginger were given to relieve 
the pain without effect. An ice-bag was applied and 
a cathartic was given by a physician after the pa- 
tient was carried home. The bowels moved for the 
last time thirty-six hours before admission, with 
some relief to the pain, which was replaced by sore- 
ness in the upper right quadrant. 

Twenty-four hours before admission, tenderness 
became more severe and seemed to be extending to 
the chest and back. No further vomiting occurred 
and the patient retained a small quantity of milk. 
The chief complaints are soreness in the abdomen 
and weakness. 

Examination—The abdomen is symmetrical, 
markedly distended and generally tympanitic. There 
is general tenderness, especially in the upper right 
quadrant ; the point of maximum tenderness was one 
inch above and to the right of the umbilicus. The 
rigidity corresponded in its distribution to the ten- 
derness and is present especially over the upper part 
of the right costal arch. There was auscultatory 
dulness in the right flank. The temperature was 
100.4, pulse 92, and full, the respiration was 18. 
The leucocytes on the day of admission were 16,600, 
with 83 per cent. polymorphonuclear. 

Operation (forty-eight hours after perforation) 
immediately after admission to the hospital. A 
vertical incision was made above the level of the 
umbilicus parallel to the outer border of the right 
rectus. On opening the peritoneal cavity a small 
amount of odorless yellow fluid appeared in the 
wound without gas. The gall-bladder was normal. 
The anterior surface of the junction of the first and 
second parts of the duodenum was reddened and 


* Read by invitation before the New Jersey State Medical Asso- 
ciation, Cape May, June 19th, 1908. 
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covered with fibrinous exudate. Above it and ex- 
tending into the right flank were from six to eight 
ounces of yellow turbid fluid, evidently the contents 
of the duodenum. Near the centre of the fibrinous 
exudate, above referred to, was a small circular 
punched out perforation the size of a large pin head. 
This was found to be in the centre of an area of 
marked induration the size of a 25-cent piece. The 
perforation was closed by a purse-string suture of 
silk, reinforced by a Lembert suture. The region 
of the perforation was thoroughly cleansed with 
salt solution and two cigarette drains were intro- 
duced to the site of perforation and beyond. 
Closure. 

Postoperative Condition There was considerable 
reaction for forty-eight hours with weakness and 
repeated vomiting of fluid. The pulse was, how- 
ever, under 100 from the start. There was a small 
amount of sero-sanguinous discharge, the wound 
healing primarily. On the sixth day after operation, 
there was marked intestinal discharge for two days, 
irritating the surrounding skin. This rapidly closed 
and did not interfere with the movements of the 
bowels. 

The abdominal rigidity was much relieved by 
operation. On his discharge from the hospital, the 
patient remained well for several months. At the 
end of that time, he developed right pleurisy with 
effusion for which the chest was aspirated several 
times. On leaving the hospital there was still a 
small amount of fluid in the right chest. There were 
no further gastric symptoms or interference with 
digestion. 

Case VII.—Male, 42; admitted to the hospital 
November sth, 1907. Referred by Dr. F. W. Cham- 
berlin. There has always been a tendency to con- 
stipation. The appetite has usually been very good, 
Patient has been drinking whiskey once a day for 
the past five or six years. His diet consists largely 
of starchy material. He has had frequent attacks 
of indigestion for fifteen years, associated with 
neuralgic sub-costal pain, coming on in attacks about 
twice a year, the pain being intermittent, and at 
times the attacks would last for as long as three 
weeks. With these attacks pyrosis and belching of 
gas have been present. The last attack occurred six 
weeks ago and the pain continued, although less 
severe, until the present attack. Fifteen minutes 
after taking breakfast, the patient had a sudden 
sharp pain beneath the costal arch, rapidly increas- 
ing in intensity and radiating to the right shoulder, 
accentuated by deep respiration and by flexion of the 
thighs. The patient is most comfortable when lying 
on the back. He does not try to turn over on ac- 
count of the pain. There have been two attacks of 
vomiting, the first twenty minutes after the onset, 
the vomitus consisting of the stomach contents with 
no blood. Tenderness is present in the upper right 
quadrant. There is marked prostration. j 

Examination—The abdomen is full and symmet- 
rical in the lower half, but is not distended. There 
was dulness in both flanks and tympany in the 
centre. General rigidity was present, but was espe- 
cially noticeable on the right side, and more above 


than below, with resistance of the right costal arch. 
The area of the tenderness corresponds to that of 
the rigidity. Peristaltic activity normal. Rectal ex- 
amination negative. 

Immediate Operation—Chloroform anesthesia. 
The peritoneal cavity was opened through a vertical 
incision above the level of the umbilicus, and parallel 
to the outer border of the right rectus, with subse- 
quently a small suprapubic incision above the sym- 
physis. The peritoneal cavity contained considera- 
ble turbid ‘odorless fluid, especially between the liver 
and the right border of the stomach. On the an- 
terior wall of the first part of the duodenum was a 
small punched out perforation about four milli- 
meters in diameter in the centre of a small patch of 
induration. There was a large amount of similar 
turbid fluid in the pelvis, although examination 
through the upper incision before the counter open- 
ing was made seemed to show that the exudate had 
not passed below the level of the transvere colon. 
Closure of the perforation by a silk purse-string 
suture reinforced by two Lembert sutures and fol- 
lowed by irrigation of the entire abdominal cavity 
and pelvis with abundant saline solution. Two 
cigarette drains were introduced to the point of per- 
foration and through the suprapubic incision to the 
bottom of the pelvis. 

Postoperative Condition—Vomiting and extreme 


thirst appeared on the first day, which were relieved . 


in part by saline irrigation with a small amount of 
whiskey. Temperature 101°, pulse about 100, and 
general condition seemed excellent. No duodenal 
fistula developed. Convalescence interrupted by the 
formation of an ischiorectal abscess and by the oc- 
currence of some pain without swelling in the left 
leg, simulating a possible phlebitis. Exudate 
proved sterile in both Morris space and pelvis. In 


excellent health June, 1908, six months after. 


operation. 

Case VIII.—Male, 65 ; admitted to the Presbyte- 
rian Hospital, March, 1908. Patient has always lived 
under good hygienic conditions and has never in- 
dulged in excess in tobacco or alcohol, or other 
stimulants. There was a history of colitis thirty- 
five years ago, since when patient has been in ex- 
cellent health. For a year past he has been suffering 
from indefinite pains and cramps in the abdomen 
with eructations of gas, the pain referred in general 
to the front of the abdomen and chest. About ten 
days before admission, there was an acute exacerba- 
tion of pain and eructations of gas were frequent. 
These pains were not localized but seemed to involve 
the stomach and lower chest. They did not appear 
to interfere materially with digestion nor with the 
movements of the bowels. Two days before admis- 
sion the patient had a sudden agonizing pain general 
throughout the abdomen and shifting from one 
place to another on‘change of position. This pain 
was so severe that it caused him to double up and 
he had to be assisted home. On the day before ad- 
mission, the pain became less severe but more per- 
sistent and became more localized in the upper right 
hypochondrium. At the same time, without pre- 
monition, projectile vomiting took place, the vomi- 
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tus consisting of a large quantity of dark foul fluid 
material, The vomiting continued at intervals until 
admission. The prostration was so extreme that the 
patient lost both flesh and strength rapidly and ap- 
peared to shrink away. The bowels had not moved 
for three days prior to admission. 

Examination.—The abdomen is slightly distended 
on the right side, but not on the left. The right side 
is rigid and does not move with respiration. Rigid- 
ity and tenderness are most marked in the upper 
right quadrant with dulness in the right flank, ex- 
tending up to the right hypochondrium. There is 
distinct rigidity of the right costal arch. The tongue 
is coated. The patient has a very considerable 
degree of general arterial sclerosis. Leucocytosis 
15,600, polymorphonuclear 90 per cent. 

Operation.—Gas and ether anesthesia. The peri- 
toneal cavity was opened through a vertical incision 
above the level of the umbilicus parallel to the outer 
margin of the right rectus muscle, and subsequently 
a mid-suprapubic incision one and one-half inches 
in length was also made. On opening the peritoneal 
cavity about one pint of thin dirty yellow, turbid, 
odorless fluid poured out into the wound. There 
was a small perforation, the size of a large pea, on 
the anterior surface of the first part of the duo- 
denum from which fluid similar to that present in 
the peritoneal cavity, exuded. This was closed with 
a purse-string silk suture reiutorced by a Lembert 
suture. The general peritoneal cavity was cleansed 
by irrigation with a large amount of salt solution 
and cigarette drains were introduced into the pelvis 
and to the site of perforation. The small intestine 
was moderately distended and in places covered by a 
fibrinous exudate; closure; operation lasted forty 
minutes. 

Postoperative Condition. — Convalescence was 
very slow and associated for several weeks after the 
operation with a persistent diarrhea that was con- 
trolled only with considerable difficulty. The pa- 
tient was greatly emaciated but took his nourish- 
ment at all times without difficulty. His pulse varied 
between 80 and 100, and was of fair volume. The 
temperature varied between 101° and 102°. The 
discharge was free but never contained intestinal 
contents. The suprapubic wound closed with much 
less discharge and much more promptly than the 
pararectal incision which, about three weeks after 
the operation, required a counter-opening for pur- 
poses of drainage. For the first six weeks after the 
operation patient had a troublesome cough with a 
purulent expectoration, but never showed any sign 
of consolidation. At one time about two ounces of 
clear serous fluid was withdrawn from the right 
pleural cavity just above the diaphraghm. Three 
months after the operation, the patient is convales- 
cent and gaining in strength every day. 

Smear from the general peritoneal cavity showed 
streptococci and also Gram positive and negative 
bacilli. 

Smear from exudate in the pelvis shows pus but 
no bacteria, while the culture from the exudate is 
sterile. 

Urine at time of admission showed repeatedly a 


faint trace of albumen with an average normal 
specific gravity. There were no casts. 

Case IX.—T. G., male, 50; admitted to the Pres- 
byterian Hospital, October, 1903. On account of a 
condition of acute alcoholism, 1 satisfactory history 
prior to the patient’s admission, could not be ob- 
tained. He was said to have been seized twenty- 
four hours before admission with severe cramp-like 
pain in the right hypochondrium, which has con- 
tinued since. The patient complains of tenderness 
over the region of the gall-bladder and says that he 
is most comfortable in the dorsal position and that 
to turn over to the left is more painful than to turn 
over to the right side. Shortly after admission to 
the hospital, patient had several attacks of vomiting, 
the vomitus containing large amounts of whiskey. 

On examination, the entire abdomen was held 
rigid, the rigidity being most pronounced in the 
right hypochondrium and the adjacent part of the 
right costal arch. Just below in the region of the 
gall-bladder there was marked tenderness. The 
rigidity did not disappear when the patient fell 
asleep. The pulse was regular, varying between 70 
and 80; and of good force. There was a general 
leucocytosis of 15000. The patient was admitted to 
the medical side of the hospital, a diagnosis of alco- 
holic cholecystitis having been made by the examin- 
ing physician, 

On the following day the patient’s condition was 
unchanged, save that both pulse and temperature 
were somewhat higher. There was also constipa- 
tion, a slight amount of flatus only passing the 


‘ bowel. He was then transferred to the surgical 


division and prepared for immediate operation. 

Gas and Ether Anesthesia—-Incision over the 
outer upper border of the right rectus. The perito- 
neal cavity contained a considerable amount of yel- 
low serous fluid, the coils of small intestine being 
glued together with bands of fibrine. On separation 
of these adhesions a cavity was entered containing 
pus which increased in turbidity as the duodenum 
was approached. On the anterior wall of the second 
portion of the duodenum an orifice, the size of a 
lead pencil, and having a very hard edge, was ex- 
posed with a loop of small intestine adherent below. 
The orifice was closed by a purse-string suture of 
silk reinforced by Lembert sutures, and after local 
cleansing with salt solution of the abscess cavity, 
the abdominal wound was closed, a cigarette drain 
being inserted to the point of suture. 

The patient rested well after the operation, there 
being considerable nausea for the first twenty-four 
hours. On the day following the operation, the 
pulse varied between 100.and 120. The patient was 
distinctly apathetic at times, evidently the result, in 
part at least, of the alcoholism. During the second 
twenty-four hours, the condition was unchanged. 
The vomiting had ceased and the patient had several 
large brown fecal movements after the insertion of 
a coiocynth suppository. During the third and 
fourth days, restlessness with gradually increasing 
abdominal distension appeared, the patient dying at 
the end of the fourth day. No autopsy was 
allowed. 


AS AX AD 


7 
: 
1 
he 
] 
] 
] 
] 
: 
I 
| 
& 


January, 1909. ULcer. AMERICAN 


25 


JOURNAL OF SURGERY. 
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mann, F, B. Harrington, R. H. Harte, J. J. Higgins, 
T. W. Huntington, R. W. Johnson, G. B. Johnston, 
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Laren, E. Martin, R. Matas, the Mayo Brothers, W. 
Meyer, G. H. Monks, A. V. Moschcowitz, J. G. 
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a Ochener, J. C. Oliver, C. A. Porter, J. Ransohoff, 
J. B. Roberts, J. Rogers, C. L. Scudder, H. M. Sil- 
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PANCREATIC DISEASES AND THE CAM- 
MIDGE REACTION. 


The frequent co-existence of disease processes in 
various organs of the upper abdominal zone has 
been largely responsible for the uniform develop- 
ment of the surgery of those organs,—a develop- 
ment in which, however, the pancreas, the least ac- 
cessible and least understood of the upper abdomi- 
nal viscera is somewhat tardily participating. More 
complex in its functions and more difficult of ap- 
proach than the gall-bladder, the pancreas cannot be 
expected for some years to yield to procedures as 
definitely accepted as those that govern the manage- 
ment of bile-tract affections. But the development 
of biliary surgery by demonstrating the frequent 
interdependence of biliary and pancreatic diseases, 
has greatly helped in clearing up the pathology of 
the latter, and in finding the way to their relief. 

Diagnostically, pancreatic diseases are still not 
within our grasp. But the chapter on symptoma- 
tology in “The Pancreas, its Surgery and Path- 
ology,” by Mayo Robson and Cammidge (W. B. 
Saunders Co., 1907) quite demonstrates that the 
matter is not altogether guesswork, that a careful 
consideration of all the clinical data will often estab- 
lish a fairly positive diagnosis. 

This book, a successor to the earlier. work by 
Robson and Moynihan, is more than its modest title 


indicates. Written by two men whose names: are 


closely linked with the subject, it is the last word on 


the human pancreas. In this work Cammidge de- 
scribed the third form (“C-Reaction”) of the 
urinary test for pancreatic disease which he first 
published (“A-Reaction”) in 1904, and which has 
since borne his name. Within the past year several 
observers have tested the Cammidge reaction (A, 
B and C methods) in several series of cases. Some 
of these report favorably on the diagnostic value 
of the test, while others are inclined to doubt its 
usefulness. It is but fair to insist that it takes some 
little experience to differentiate the crystals de- 
scribed by Cammidge from spurious crystals that 
may form from the precipitate, and also that the 
test, which is a lengthy and complicated procedure, 
must be conducted with great attention to detail. 
Moreover, Robson and Cammidge admit that the 
technic of the “pancreatic reaction,” even in its 
latest form, is not as perfect as it might be. Nor do 
they rely upon this test alone in arriving at a diag- 
nosis, “but always take into account the results of a 
complete analysis of the urine and a chemical ex- 
amination of the feces, as well as the clinical symp- 
toms.” 

Whatever the final verdict on the Cammidge re- 
action, it will probably be, at best, only a confirma- 
tory test, and, unless it can be greatly simplified, 
which seems unlikely, it will not be employed except 
by practiced laboratory workers. 


FACIAL PARAFFIN INJECTIONS. 


Not long ago a damage’ suit was brought against 
a “dermatological institute” for the facial deformi- 
ties resulting from an attempt to obliterate a 
woman’s wrinkles by paraffin injections. This 
served, it is to be hoped, to call public attention to 
what surgeons from time to time have opportunity 
to observe—the mischief that is wrought by paraffin 
injection in the hands of the unskilful and the un- 
scrupulous. 


' The advertising “beauty specialist,” who preys on 


the vanity of the ignorant, is the chief offender in 
this direction, but he is probably not the only one. 
The regular physician whose experience in this field 
is small, as his effort is sincere, is equally apt to do 
mischief. Paraffin prosthesis requires a very exact 
technic, and no small amount of practice. Its em- 
ployment should be left to those who are experi- 
enced in that technic and who have an accurate ap- 
preciation of the legitimate indications for and the 
limitations of, cosmetic injections. 
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Surgical Suggestions 


Ww. M. B. H. M. H. 


In chronic catarrh, the first suggestion of eth- 
moidal sinus disease may be the appearance of thick, 
adherent, stringy mucus in the nasopharynx. 


Polypi are not merely cystic tumors—they often 
spring from a base of diseased bone. Removing 
the polypi does not cure the disease; the affected 
bone necessarily must be removed. 


Pain and swelling of the tip of the nose, is often 
caused by an infection of the hair follicles in the 
vestibule. 


“Nose-picking” may result in a perforation of the 
septum. 


An infection of the hair follicles of the nose is 
quickly relieved by the application of a 1% salve of 
yellow oxid of mercury. 


A foreign body in the nose of a child is often 
suggested by a discharge of mucus from one side 
only. 


Hard foreign bodies in the nose may sometimes 
be removed, where other means fail, by wiping the 
cavity. and foreign body dry and applying sealing 
wax attached to cotton. 


Small clinging pieces of adenoid tissue which 
have not been removed by the curette will very likely 
set up an inflammatory reaction on the posterior 
pharyngeal wall which is more distressing than the 
adenoids themselves. 


Torticollis after adenoidectomy means a post- 
operative infection. 

If on transillumination the maxillary antra are 
dark, it does not necessarily mean that pus is pres- 
ent. Thick granulations may be covering the antral 
wall. 


One should not rely on feeling a tonsil engaged 
in a tonsillitome; he should see that it is if he does 
not wish to take the chance of cutting away the pil- 
lars of the fauces, a portion of the tongue,.the floor 
of the mouth or the uvula. 


Book Reviews. 


General Surgery. A Presentation of the Scientific Prin- 
ciples Upon Which the Practice of Modern Surgery 
is Based. By Exricu Lexer, Professor of Surgery, 
University of K6énigsberg. American Edition, edited 
by ArtHur Dean Bevan, M.D., Professor and Head of 
the Department of Surgery, Rush Medical College, 
Chicago. An authcrized translation of the second 
German edition by Dean Lewis, M.D., Assistant Pro- 
fessor of Surgery, Rush Medical College. Large 
octavo; 1041 pages; 449 illustrations (some in colors) 
and 2 colored plates. New York and London: D. 
APPLETON AND CoMPANY, 1908. 

Prof. Lexer’s “Lehrbuch der Allgemeine Chirurgie” 
presents more thoroughly than any other recent work the 
modern conceptions of surgical pathology and general 
surgical indications. The recognition of its value exhausted 
the first edition within a year. The second edition is the 
basis of this English translation—a preparation that 
deserves commendation, since (as far as the reviewer 
knows, at any rate) there is no American work of recent 
writing devoted to General Surgery (the “Principles” or 
“Science” of Surgery). One may safely predict for this 
American edition, therefore, the same popularity that the 
original is enjoying abroad. 

The translation has been faithful to the author, yet the 
editor and the translator have not hesitated to add a 
great deal of valuable material. Altogether, there are 
many pages of descriptive matter and about 100 new illus- 
trations contributed to the work by Prof. Bevan’s clinic. 

It is unnecessary to enter into a review of the contents 
of the book. Briefly stated, it covers all the subjects 
belonging to “general” surgery—the general “patholo 
and therapeutics and operative technic which apply to all 
fields of surgery.” Thus, the work concerns itself with 
wounds; aseptic technic; anesthesia; general ‘principles of 
plastic operations: infection; infectious diseases and im- 
munity; necrosis; injuries of the various tissues; diseases 
of various tissues; tumors; and cysts. We wish, however, 
to call attention to the special features added by the 
American editor. 

A well illustrated chapter is contributed by Oliver Orms- 
by on blastomycosis (a disease to which many European 
and some American authorities are inclined to deny -a 
separate entity. ) Rosenow has written, for this edition, a 
chapter — rather too brief—on surgical hematology. It 
touches on bacteriology of the blood, hematozoa, leucocyto- 
sis, coagulation, (the relation of) hemoglobin and the 
erythrocytes, and cryoscopy. There is an appendix con- 
taining an abstract of Crile’s work on direct blood trans- 
fusion, and another by Rosenow, on opsonins and the 
therapeutic inoculation of dead bacteria. These three last- 
named sections represent the subjects quite properly, as” 
still very much “in the making.” The most important his- 
tory of hematology, transfusion, and vaccine therapy is 
probably to be written in the next few years. 

Among other relatively recent subjects it is of interest 
to note that Bier’s hyperemia, if applied early, is credited 
with securing good functional results, efter phlegmon of 
the tendon sheaths and suppurative arthritis, more often | 
than is seen after treatment by the usual method; beyond 
this, however, Bier’s method is referred to with scant 
enthusiasm and not without even some mistrust. 

As in the German edition there is a bibliography at the 
end of each chapter. 

References to Prof. Lexer in current surgical literature 
indicate much confusion as to whether he spells his given 
name Ehrich or Erich. Bevan, himself, either to please 
everybody or because he, too, is in doubt, spells it Ehrich 
on his title-page and Erich in his preface. We are inclined 
to forgive him this oversight or playfulness—which ever it 
be; and we seriously congratulate him on the excellent 
manner in which he has prepared for his American and~ 
a colleagues an improved edition of a most acceptable 
wor 


A Text-Book of Operative Surgery. Covering the Sur- 
gical Anatomy and Operative Technic involved in the 
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Operations of General Surgery. Designed for Prac- 
titioners and Students. By Warren Stone BIcKHAM, 
M.D., PuHar.M., Junior Surgeon, Touro Hospital, New 
Orleans; late Assistant Instructor in Operative Sur- 
gery, College of Physicians and Surgeons, New York, 
etc. Third Edition. Large octavo; 1,206 pages; 854 
illustrations. Philadelphia and London: W. B. Saun- 
DERS CoMPANY, 1908. 

An intending purchaser of a book on operative surgery, 
in English, will no doubt consider the excellent works of 
Jacobson and Rowlands, of Bryant, of Binnie and of Bick- 
ham. ‘The first of these (of which the fifth edition appeared 
in 1908; earlier editions by Jacobson and Steward) covers 
over 2000 pages, in two volumes. It is an exhaustive expo- 
sition of the subject, in which, however, English surgeons 
and methods are given especial prominence; it is illustrated 
profusely, but not elaborately. Bryant’s classic (fourth 
edition, 1905) covers 1500 pages and also appears in two 
volumes. It, too, is very complete. Binnie’s splendid and 
justly popular little work is well presented in compara- 
tively small space. 

Bickham’s Operative Surgery, the third edition of which 
has just appeared, differs from all of these. It appears 
in a single volume of 1200 pages; and it is reasonably 
coniplete, though not exhaustive. The first edition, 1903, 
secured immediate favor. A second edition appeared in 
1904 and was three times reprinted. It contained 984 
pages and 559 illustrations. In the preparation of the 
present edition “29 pages of text, covering 25 operations, 
have been dropped; 123 pages of text, descriptive of 106 
operations, have been added; 42 old pictures have heen 
omitted; 45 old pictures have been redrawn; and 331 
pictures have been added.” 

The new edition is a handsomely prepared exposition of 
modern general surgical operations, accurately described. 
The selection of material to be included in such a work is 
a task of no small magnitude, and critics may be inclined 
to disagree with the author’s judgment in some places. 
The reviewer himself would complain, for example, that 
although Bickham describes several methods of dealing 
with the appendix stump, he makes no reference to the 
simplest of all methods, the application of a crushing liga- 
ture and cauterization with carbolic acid—a method that 
is not only time-saving but is also least apt to provoke 
adhesions. Again, Bickham describes Murphy’s abandoned 
method of arterial suture, and the methods of Bickham, 
Gliick, Salomoni and Tomaselli, and of Bouglé; and he 
fully describes, with three illustrations, Brewer’s attempt 
to close arterial wounds by means of adhesive rubber 
plaster—an effort concerning which nothing further has 
been heard since its publication, But we fail to find any 
description of Carrel’s technic of bloodvessel suture, or 
any reference to his monumental work. Similarly, intra- 
venous saline infusion is described, but nothing is said 
of tranfusion. 

Bickham seems to have exercised care in crediting 
operations to their originators, but he might well have 
included references to the original descriptions. 

There are no chapters on general operative technic, 
sterilization, etc. 

We know of no work, in English, on operative surgery, 
comprehensive and limited to one volume, as good as this 
and published in as attractive a form. 


Blood Examination in Surgical Diagnosis. A Practical 
Study of Its Scope and Technic. By Ira S. Wie, 
M.D., New York. Duodecimo; 161 pages; 35 illustra- 
tions and 1 double-page colored plate. New York: 
Surcery PusiisHinc Company, 1908. Cloth, price 
$2.00; ooze leather, price $3.00. 


_ The diagnostic and prognostic value of blood examina- 
tions in a fairly wide range of surgical conditions has been 
definitely established. Much of the information on hemat- 
Ological diagnosis is scattered in monographs confusing in 
their varied terminology, or presented in textbooks of more 
or less elaborate proportions. There is room, therefore, 
for a practical manual stating in a concise form the technic 
and the accepted data of blood examination in surgicat 
diagnosis. Just such a book Wile has prepared. 

In its plan and in many details the work is quite original. 


The subject is presented very clearly. No previous ex- 
perience in hematology is necessary to understand and fol- 
low it; and the book ought to prove of service, therefore, 
to those practitioners who have not had the benefit of 
training in this field, and of especial value to hospital in- 
ternes on whom this diagnostic work falls. In the text, 
as the preface states, “the point of view is that of the 
surgeon, the observations those of the hematologist, the 
interpretations those of the surgeon and hematologist.” 

Although written especially as a guide in the diagnosis of 
surgical conditions, the blood findings in “medical” affec- 
tions are also described seriatim, in order to present the 
differing data. Thus we find included an ample discussion 
of the various anemias and leukemias, the newest blood 
findings in pertussis, parotiditis, etc. Sudanophilia, iodo- 
philia, Arneth’s nuclear counts and other recent contri- 
butions to hematology are all described. 

The method of studying leucocytes in order to determine 
the various types is original; it bases the description of the 
white blood cells upon the form of the nucleus of the pres- 
ence of granules. 

The interpretation of leucocyte counts and differential 
counts is clear, full and suggestive. It is a concise but 
complete exposition of this most important subject. 

The chapter on anemias is also unique. “The classification 
proposed by the author is upon a hematological basis—on 
alterations of the blood structure—and not upon a mixed 
clinical and etiological basis. “Primary anemias” Wile 
does not believe exists; he believes that they are the 
result of other conditions not yet recognized. Hodgkin’s 
disease he excluded from the category of blood diseases. 

The chapter dealing with surgical operations is logically 
arranged and includes the effects upon the blood of drugs, 
anesthetics, shock, hemorrhage, the operation itself, and 
the post-operative complications. 

The section on blood cultures is too brief to afford more 
than elementary information. The author gives this ssb- 
ject but scant consideration for the reason that it belongs 
to the domain of bacteriology rather than to that of clinical 
microscopy. Without enlarging upon his outline of the 
technic, he might well have devoted a separate chapter to 
the indications for and interpretation of blood cultures. 

As a bit of book-making this volume easily excels the 
average manual]. The typography is clear and attractive, 
and the marginal notes in red are as neat as they are use- 
ful. The double-page colored plate shows six blood pic- 
tures and in addition 29 illustrations of the various types 
of cells as they appear with the Jenuer stain. While these 
will serve to interpret the numerous other blood pictures 
printed only in black, it would have added to the value 
of the book—no doubt, also to its cost—if these, too, were 
all in colors. 

We recommend Wile’s “Blood Examination in Surgical 
Diagnosis” as a well conceived, precise and altogether 
practical manual. 


The Surgery of the Ear. By Samuet J. Korerzxy, M.D., 
Attending Otologist, N. Y. City Children’s Hospitals 


and Schools, and N. Y. Red Cross Hospital; Assistant 


Surgeon and Instructor in Operative Surgery of the 
Ear, Manhattan Eye, Ear and Throat Hospital; Pa- 
thologist and Surgeon, N. Y. Throat, Nose and Lung 
Hospital, etc. Octavo; 368 pages; 66 illustrations. 
New York: ResMan Company, 1908. Price, $4.00. 


‘Recent literature on aural affections, of voluminous pro- 
portions, is representative of considerable elaboration in 
surgical methods and diagnostic refinements. Witness the 
contributions to the recognition and treatment of labyriath 
suppuration. It has been the aim of this author “to corre- 
late the extensive literature with personal experience and 
observations, and produce a volume adapted to the needs 
of the medical student, the practitioner and the specialist.” 

We believe that he has succeeded to a very large extent 
in accomplishing his purpose. At any rate, he has prepared 
an exposition of modern ear surgery, condensed within 
limits convenient to the non-specialist, yet comprehensive 
and including references to the most important contribu- 
tions to the literature. 

The descriptions of operations are, for the most part, 
very clear, and indicate an intimate acquaintance with the 
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anatomy involved and a clear conception of the disease 
process to be dealt with. Indications, technic and after 
treatment, are dealt with in considerable detail. In some 
instances the descriptions of the operative measures are 
too concise, however. 

At the end of each chapter is a reference to the articles 
consulted. The total of these is a formidable list, including 

or more authors! 

The book is divided into 14 chapters. Of these, the 
chapters on lumbar puncture and on the surgery of the 
labyrinth deserve especial mention, but all are well written. 
The text is an example of good style in medical compo- 
sition! While a chapter on anatomy is, of course, not 
essential to such a work, we believe that it would have 
been by no means out of place here. 

The illustrations are excellent, and most of them are 
original. ‘They include 34 half-tone reproductions of 
drawings by K. K. Busse, who also contributed the line 
sketches. A picture of the adult temporal bone is used as a 
frontispiece—a heritage in book publishing that, for scien- 
tific’ works, at any rate, deserves to be relegated to the 
limbo of fashions cutgrown. 


Nouveau Traite de Chirurgie. Publié sons la direction 
de A. Le Dentu et Pierre Devpetr. Vol. VII. 
Maladies des Articulations. Par Pr. MAucrarre et 
Cu. Duyarier, Octavo; 288 pages. Paris: J.-B. Bam- 
LIERE ET Firs, 1908. 

This volume contains an introductory chapter on diseases 
of the articulations. The non-microbic inflammations are 
then considered—plastic synovitis, non-traumatic hemar- 
throsis, chronic ankylosing osteoarthritis, and toxic joint 
inflammations. ‘The microbic joint affections receive ex- 
tended exposition—tuberculous, syphlitic, gonorrhoic and 
rheumatoid. Joint bodies and arthritis deformans are 
dealt with in the succeeding chapters. Arthritides due to 
nervous diseases are very fully gone into, hysterical mani- 
festations being of particular interest. A long chapter on 
ankylosis, with detailed description of mechano-therapeutic 
methods, and a shorter one of joint tumors, conciudes the 
volume. Good x-ray plates and a full bibliography make 
this monograph particularly valuable. 


Zeitschrift fur Gynakologische Urologie. Edited by 
Pror. Dr. W. Storcket, of Marburg. Published by 
JoHANN Barth, Leipzig. 

This is a new pericdical designed as an especial organ 
for publications dealing with urology from a gynecological 
aspect. The first number contains six contributions by 
well-known men. Franz discusses lesions of the urinary 
tract after radical operations for carcinoma of the uterus. 
Severe cystitis seems the most constant, and is best kept 
within bounds by means of a permanent catheter. Baisch 
deals with bladder hemorrhage in incarcerated retroflexed 
gravid uterus. Mirabeau describes the connection of 
gynecological troubles and _ intermittent hydronephrosis. 
He cites interesting cases in which the menstrual con- 
gestion brought on periodic occlusion of the ureter. Hen- 
kel publishes his studies with various agents in the treat- 
ment of chronic cysto-pyelitis. Stoeckel discusses the 
treatment of pyelitis in pregnancy; he favors local treat- 
ment of the renal pelvis. The concluding paper by Knarr 
takes up the present status of kidney diagnosis. He believes 
in the value of the indigo-carmine test combined with 
ureter catheterization; regards Albarran’s functional test 
(leaving in the ureter catheter for 2-3 hours and giving 
forced fluid) as important, but places no reliance in the 
phloridzin method. 

This new periodical, of necessarily limited scope, will 
prove valuable if it continues to contain as important 
contributions as the first number. 


Medical Inspection of Schools. By Lutuer Hatsey 
Gutick, M.D., Director of Physical Training, New 
York Public Schools, and Leonarp P. Ayres, General 
Superintendent of Schools of Porto Rico, 1906-1908. 
Small octavo; 275 pages. New York: CHarities Pus- 
LICATION COMMITTEE FOR THE RussELL SAGE Founpa- 
TION, 1908. Price, $1.00. 


This interesting compilation, the first American work on 


the subject, is the second book issued by the Charities Pub- 


lication Committee for the Russell Sage Foundation. It 
is a by-product of the “Backward Children Investigation” 
inaugurated a year ago, and supported by the Foundation. 

The Historical Chapter tells us that the movement of 
school inspection is national in scope in England, France, 
Belgium, Sweden, Switzerland, Bulgaria, Japan, Argentine 
Republic and practically so in Germany. In the United 
States over one hundred cities and more than three hun- 
dred towns have more or less thorough systems. Massa- 
chusetts has a compulsory medical inspection law, New 
Jersey has a permissive one, Vermont a law requiring the 
annual testing of the vision and hearing of all school chil- 
dren, and Connecticut one providing for such tests trien- 
nially. The United States, contrary to the belief of many, 
has by no means been the leader in this communal work. 

This work is eminently practical. It outlines the various 
systems of school inspection in operation; it is replete 
with forms and blanks which have proved most valuable in 
practice. Such practical considerations as the number of 
pupils who may properly be cared for by one medical in- 
spector, the per capita of the work, and the most success- 
ful forms of administration, are here gathered together 
in convenient form. All phases of the subject are con- 
sidered—medical, legal, ediicational, administrative, and 
sociological. 

An extensive bibliography of the subject is added,—an 
important feature of particular value to librarians, school 
authorities, and students of social subjects. 


Lehrbuch und Atlas der Zahnheilkunde mit Einschluss 
der Mundkrankheiten. Dr. Med. und Phil. Gustav 
PrEISWERK, Lektor an der Universitat Basel. Second 
edition, revised. Duodecimo; 398 pages; 44 colored 
plates and 138 other illustrations. Miinchen: J. F. 
LEHMANN, 1908. 


The second edition of this atlas is marked by sever new 
color plates, numerous new illustrations, and a correspond- 
ing enlargement and revision of the text. The work is by 
no means limited in its usefulness to dentists; on the con- 
trary, it delineates beautifully the gross and microscopic 
appearances of many rare and common surgical affections 
of the mouth and jaws, as well as of tooth conditions of 
surgical importance. 

Even to one unfamiliar with German, the artistic colored 
plates (characteristic of Lehmann’s atlases) will be of 
value. 


Woman: A Treatise on the Normal and Pathological 
Emotions of Feminine Love. By BrerNnarp S. TALMEY, 
M.D., Gynecologist to the Yorkville Hospital and Dis- 
pensary; former Pathologist to The Mothers’ and 
Babies’ Hospital, etc., New York. Third Edition. 
Duodecimo; 258 pages; 23 drawings. Philadelphia: 
Mepicat Counct, Selling Agent. 1908. 


The repeated editions of this volume within a few months 
bespeak its popularity. The author has chosen a theme 
that overlaps both true medical science and extravagant 
sentimentalism. However, the subject is handled well 
and reveals many points in the psychology of “Woman” 
sexually which are worthy of consideration. 


Books Received 


The Physician’s Visiting List for 1909. (Fifty-eighth 
year of publication.) Philadelphia: P. Briaxtston’s 
Son & Co. Price, $1.00. 


On Infantilism from Chronic Intestinal Infection. Char- 
acterized by the Overgrowth and Persistence of Flora 
of the Nursling Period. A Study of the Clinical 
Course, Bacteriology, Chemistry and Therapeutics of 
Arrested Development in Infancy. By C. A. Herter, 
M.D., Professor of Pharmacology and Therapeutics, 
Columbia University. Duodecimo; 118 pages. New 
York: THe Macmittan Company, 1908. Price, 90 
cents. 
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Progress in Surgery. 
A Résumé of Recent Literature. 


Perforating Wounds of the Jterus Inflicted During the 
Course of Intrauterine Instrumentation. Aimé 
Paut Hernecx, Chicago. Surgery, Gynecology and 
Obstetrics, October, 1908. 


Heineck analyzes over 160 cases. His conclusions are: 

1. Pseudo-perforation of the uterus, though of excep- 
tional occurrence, is a condition that occasionally con- 
fronts the surgeon. 

2. Spontaneous perforations of the uterus, due to pre- 
existing pathological conditions of this organ, can and do 
occur. 

3. Perforating wounds of the uterus, intra-peritoneal or 
extra-peritoneal, have a morbidity and mortality, increas- 
ing in direct ratio with the inexperience, carelessness and 
uncleanliness of the operator. The expert recognizes at 
once the making of a false passage and institutes proper 
treatment. High surgical skill may convert an apparently 
hopeless case into _a recovery. In the 154 cases reported, 
there were 42 deaths, 108 recoveries. The result is not 
stated in 4 cases. Expectant treatment was pursued in 66 
cases. There were 21 deaths in this series. Laparotomy, 
including what intra-abdominal repair appeared necessary 
to the operator, was performed 72 times. There were 52 
recoveries, 17 deaths and 3 unstated results in this series. 
Vaginal hysterectomy was done 15 times; there resulted 
10 recoveries, 4 deaths and one result not stated. 

4. Dilatation of the cervical canal and instrumental 
curettage of the uterine cavity are, owing to their asso- 
ciated dangers, not office operations. The rule should be: 

a. No uterine curettage without general anesthesia. 

b. No curettage without ample cervical dilatation. 

6. Intra-uterine instrumental maneuvers should only be 
attempted by those: 

a. Who are thoroughly conversant with modern surgical 
asepsis and antisepsis. In an uncomplicated perforating 
wound of the uterus, the traumatism of the uterus plays 
but a secondary role; the pre-existence, or the implantation 
of infections at the time of perforation or subsequently, 
commands the situation. 

b. Who are capable of recognizing malpositions of the 
uterus as well as pathological conditions of that and of 
neighboring organs. 

c. Who are acquainted with the dangers incident to the 
successive steps of the intrauterine operation, which they 
are performing. The steel dilator is an instrument of too 
much power, and the curette is too dangerous a weapon 
to be used by the novice. 

7. Once the uterus is perforated, all further instrumen- 
tations must be suspended. If it be imperative that the 
contents of the uterus be removed, this must be done by 
digital curettage, or it may be done with a curette, whilst 
the uterus is being watched through a laparotomy in- 
cision. 

. A perforated uterus should never be mopped or 
swabbed with caustics or irritating antiseptics. 

9. A perforated uterus should never be irrigated. Every 
case, in which it is definitely stated that the perforated 
uterus was not irrigated, recovered. 

10. Vaginal hysterectomy is an operation not to be per- 
formed in the treatment of perforating wounds of the 
uterus. It involves: 

i sacrifice of an organ which may not be perfo- 
rated. 

b. The sacrifice of an organ, which, though perforated, 
most always can, with little difficulty to the operator and 
with much advantage to the patient, be saved. 

'c. It does not enable the operator to either exactly de- 
termine the presence or absence of other co-existing intra- 
abdominal lesions, nor does it enable him to repair them. 

tr. If the perforated wound has been inflicted upon a 
non-septic uterus during the course of an aseptic intra- 
uterine maneuver, in the absence of complicating abdomi- 
nal lesions, recovery is the rule. 


12. The treatment of perforating wounds of the uterus 
is determined largely by the following conditions: 

a. The septicity or asepticity of the uterus and its con- 
tents. 

b. The septicity or asepticity of the perforating instru- 
ment. 


c. The presence of absence of coexisting vascular, omen- 


tal or intestinal lesions. 

The size and number of the perforations. A piece 
of omentum may prolapse through a large rent. A coil 
of gut may become incarcerated or strangulated in a large 
perforation. 

13. Treatment. 

a. If the uterus is non-septic, if the perforation instru- 
ment be aseptic and if it can also be reasonably assumed 
that there is an absence of omental or intestinal or im- 
portant vascular lesions, the treatment to be followed is 
one of “armed expectancy.” The patient must be con- 
fined to bed and immobilization enjoined for at least three 
days. She must be carefully watched. ‘A suppurative cel- 
lulitis, signs of internal hemorrhage, etc., call for inter- 
vention. A wick of gauze may be inserted into the uterus, 
oe it should not be introduced much beyond the inter- 
ual os. 

b. In all cases in which there has been a prolapse of the 
omentum, or of intestines into the uterine cavity, in all 
cases in which associated injuries to the intestines or 
omentum coexist, or in which there are reasons to fear 
a significant internal hemorrhage, laparotomy is urgent. 

c. Once the abdominal wall has been opened, the visce- 
tal lesion must be repaired. The uterine puncture, if small, 
need not be sutured. If large or of the nature of a tear 
or a laceration, it is better that it be sutured. One or two 
layers of sutures may be used. Whether small or large, 
if the perforation be the seat of hemorrhage, suturing is 
indicated. 

14. A healed perforation of the uterus apparently does 
not interfere with the normal development and the nor- 
mal termination of a subsequent pregnancy. 


The Anatomical Basis for Successful Repair of the 
Female Pelvic Outlet. I. L. Haynes, New York. 
American Journal of Obstetrics, December, 1908. 


The author has made a careful anatomical study of the 
muscular and fascial structures of the pelvis in nulliparous 
and parous women to determine the factors which bear 
upon successful treatment of perineal lacerations and rec- 
tocele, The anterior part of the pelvic outlet (it should 
be borne in mind that in the erect posture the outlet is 
practically parallel with the horizon) is formed by the 
triangular ligament, which Haynes for short calls the 
“perineal shelf”; the posterior part by the levator ani and 
pelvic fascia. The median portion of the levator runs 
between the inner surface of the pubis at the side of the 
vagina and rectum forming an inverted Y, one arm inserted 
in the perineal body, the other into the coccyx (pubo rec- 
talis or pubo coccygeus). Still more mesially is a continu- 
ous muscular layer composed of the sphincter vaginae and 
sphincter ani which runs from pubis to coccyx; this Haynes 
calls the pubo-coccygeal hammock. 

He exposes the muscles by a perineal flap-splitting 
operation. The pubo-coccygeus fibers are seen on either 
side and are united in the median line sufficiently high to 
obliterate the highest point of the rectocele. These sutures 


-must be passed deep laterally to include both muscle and 


fascia. A more superficial layer of sutures is then taken 
in order to approximate the transversus perinci, sphineter 
vaginae and ani. The skin and mucosa are then sutured 
vertically. Of course appropriate measures are also taken 
to overcome associated lesions, such as cystocele, lacerated 
cervix, etc. 


The Ultimate Results of the Alexander-Adams’ Opera- 
tion (Die Dauererfolge des Alexander-Adams). W 
Hannes, Breslau. Zentralblatt fiir Gynaikologie, De- 
cember 5, 1908 


This statistical report is based upon 147 operations per- 
formed for mobile retroflexion. Besides exposing the 
round ligament, the peritoneal reflectim was regularly 
opened in order to grasp the strongest part of the round 
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ligament. It was possible to re-examine 71 women. Three 
showed recurrence, the others being perfect anatomically. 
In one case a double hernia was found. Fifty-one women 
had subsequently borne children. Twenty-five women 
still complained of pain; in 14 of these the disease could 
be explained by non-gynecological troubles. On the whole, 
the results were very satisfactory, especially in regard te 
subsequent normal pregnancy.- 


The Treatment of Placenta Previa (Zur Echandlung der 
Placenta praevia). B. Krénic, Freiburg. Zentralblatt 
fiir Gyndkologie, November 14, 1908. 

Kr6nig emphasizes the distinction between obstetrics in 
practice and in the hospital. In hospital work a maternal 
mortality of 6-10 per cent. and a fetal death rate of 60-80 
per cent. is still the rule in placenta previa. The author 
believes that many maternal deaths are due tc bleeding 
in the third stage. Where the cervix is not yet dilated he 
advocates classical Cesarian section, reporting six cases 
without a death. The patients lost only 300 gms. of blood 


during and after operation. If the cervix is well dilated, 


upon admission, version and extraction, followed by im- 
mediate manual removal of the placenta should be done. 
If oozing continues in spite of intrauterine irrigation rapid 
supravaginal hysterectomy is indicated. The reascn vaginal 
Cesarian section is dangerous in these conditions is because 
in a placental insertion in the interior cervical segment, 
the tissues are extremely friable and tear widely when the 
uterus is pulled down. Should a case be admitted, after 
outside manipulation renders it likely that infection has 
taken place, the same treatment should be carried out as 
that applied to patients with well dilated cervix. 


Tuberculosis and Menstruation (Cases of Dysmenor- 
rhea and Amenorrhea Cured by Means of Karl 
Spengler’s Tuberculin Treatment). (Tuberkulose und 
Menstruation). K. E1senste1n and J. Hotxés, Szeged. 
Zentralblatt fiir Gynadkologie, October 31, 1908. 

. The authors have previously published a small series of 
cases cured by this method. The present series is taken 
from 118 cases of women who were subjected to the tuber- 
culin treatment. Fifty-three of the women with pain 
during menstruation were subjected to injection; of thes~ 
40 were cured (watched 9-11 months). Of 27 cases who 
had dysmenorrhea from the onset of menstruation ac 
puberty, 22 were treated and 16 were completely freed oi 
pain. Of the cases mentioned 23 had physical signs of tu- 
berculosis; in the rest it was occult, i. ¢., positive reaction 
to tuberculin. Fourteen cases of persistent amenorrhea 
were cured by injection. 

The Spengler method consists of injections of tuber- 
culosis vaccine, prepared from human and bovine types. 
If the human type produces reaction the bovine is used 
for injection and vice versa. Minimal doses are used at 
the start. For details the original article must be referred 
to. The authors believe that latent tuberculous foci are 
very common and that they must be regarded as a sourez 
for a constant pathological internal secretion causing lassi- 
tude, vertigo, anemia, disturbance of menstruation or amen- 
orrhea. By favorably influencing the tuberculosis (whether 
latent or overt) the above symptoms are relieved or cured. 


A Further Contribution to the Histo-Pathology of 
Paraffin Prosthesis. M. L. Hermpincsrerp, Cincinnati. 
Journal of the American Medical Association, Decem- 
ber 12, 1908. 

Heidinesfeld gives an account of a case in which he had 
used paraffin injection for the relief of disfiguring scars 
left by chickenpox, with apparently excellent results, in 
1904. More than three years later the patient presented 
herself with the scars again prominent and further dis- 
figured by pigmentation and surrounded by a faint zone of 
mild inflammatory reaction. One of the lesions was ex- 
tirpated and he gives the microscopic findings, which are 
in accord with those previously reported by him in two 
cases to the ninth congress of the Deutsche Dermatolog- 
ische Gesellschaft in 1906. Besides the unsatisfactory re- 
sults observed Sy him in these cases, there is the danger 
of embolism, and he reporis a case in the practice of a 
Cincinnati physician, in which blindness of one eye was 
produced. Such cases, he says, are too frequent to require 


special comment. In this connection he mentions the recent 
experiments of Emil Beck (The Journal A. M. A., March 
14, 1908, p. 868) with injections of bismuth in paraffin for 
the obliteration of fistulas, and thinks the excellent im- 
mediate results may prompt the use of paraffin in such 
conditions without due consideration of the possible later 
consequences. Heidingsfeld thinks that the use of sterile 
agar-agar under strict aseptic precautions would possibly 
safer. He is not apparently inclined to accept Eck- 
stein’s view, that paraffin of high melting point remains 
unchanged in the tissues, and the consensus of present 
opinion, he says, is against this. In conclusion, he says: 
“From our present state of clinical and histologic knowl- 
edge, paraffin, when injected into the tissues, is attended 
with considerable danger of embolism and amaurosis. The 
paraffin is promptly removed by phagocytosis, becomes re- 
placed with fibroconnective tissue, and excites no small 
degree of local inflammatory reaction. Its presence is an 
irritant and foreign to the tissues in which it is placed. 
It may cause ‘pigmentary, as well as mechanical disfigure- 
ment. It often stimulates surrounding structures to epi- 
thelial proliferation and adenomatous change. Its pres- 
ence excites successive invasions and degenerations of 
phagocytes and leucocytes, which, with the intermediate 
formation of giant cells and connective tissue, impart a 
characteristic pathology, in which the various foci of para- 
ffin become surrounded with a granulomatous structure 
not histologically unlike that of an early stage of tubercu- 
losis; later they become surrounded with a wall of dense 
fibroconnective tissue. The removal of the central por- 
tions of the unchanged or slightly changed pareffin with 
alcohol and xylol imparts to the pathology a characteristic 
Swiss cheese-like appearance. Complete fibrosis is the final 
goal.” The article is illustrated. 
Vessel Anastomosis by Means of Rubber Tubing. W. 
Warp, New York. Medical Record, October 17, 1908. 
The author implanted a piece of rubber tubing, the lumen 
of which was coated with vaseline, between the divided 
ends of the aorta in two cats. In both instances the op- 
eration was easily performed and was followed by but very 
little shock. The femorals pulsated promptly and to all 
appearances both animals appeared well. The first cat 
died four days after operation from volvulus of the in- 
testine, but the rubber tubing had healed nicely in situ; it 
was filled with a thrombus, the central part of which was 
canalized to an extent sufficient to supply the lower ex- 
eremities with blood. The second cat recovered unevent- 
fully and was killed three weeks later. The tube was com- 
pletely thrombosed, but sufficient collateral circulation had 
been established. The success of these operations leads 
the author to believe that rubber tubing may be applicable 
in cases of emergency, when living tissue is not at hand. 


Epidermalization of Granulating Surfaces with “Schar- 
lach” Oil Ointment (Zur Epithelisierung granulier- 
ender Flichen durch Scharlachrotsalbe). C. Krajca, 
Koln. Muenchener Medizinische Wochenschrift, Sep- 
tember 22, 1908. 

The results at E. Martin’s clinic have been encouraging. 
Epidermalization is increased in rapidity and the epithelial 
layer is stronger and thicker than that obtained from 
Thiersch grafts. In one instance Thiersch grafts were 
applied and four days later the scharlach oil ointment re- 
sumed. This treatment appeared to increase the strength 
of the grafts and gave’ them greater solidity. The oint- 
ment is prepared by dissolving “scharlach-rot” (Griibler, 
Leipzig) in chloroform oil; it is then rubbed in a mortar 
until all the chloroform has evaporated, and mixed with 
yellow vaselin to a 8 per cent. ointment. The ointment is 
applied on gauze and alternated with boric vaselin. 1f 
there is any dermatitis the ointment is not applied for 
one to two days. 


A Brief Consideration of Post-operative Gas Disten- 
tion of the Abdomen, with Suggestion for Preven- 
tion. Fritz J. Mozunicnuorr, Journal of the Missouri 
State Medical Association, October, 1908. 

The author says that any operation which requires any 
considerable amount of exposure to the air and coating of 
the intestines is productive of gas distention, The amount 
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of anesthetic, the length of anesthesia and the pre-operative 
and post-operative treatment, do not play such an impor- 
tant role. But manipulation and handling of the intestines 
invites gas distention. It is possible to reduce the number 
of cases of gas distention by keeping the intestines pro- 
tected with sponges soaked in warm normal salt solution. 
The latest preventative measure is the employment of 
eserin salicylate, gr. 1/40, which has more effect in aseptic 
laparatomies. The expulsion of gas may have to be assist- 
ed by a glycerin. enema. Dr. H. E. Pearse has had good 
results from the use of a 500 candle power leucodescent 
light. The expulsion of gas began almost immediately. 
He applies the light to the abdomen twice daily. He claims 
it prevents adhesions, promotes absorption and stimulates 
peristalsis. 


Infections of the Knee-Joint and Their Treatment. 
Watter C, G. Kircuner. Journal of the Missouri 
State Medical Association, October, 1908. 


The knee-joint is most often infected by penetration or 
injury in which bacteria are carried either directly into the 
joint cavity, or secondarily through extension of infection 
of bursae or of tissue surrounding the joint. Injuries 
caused by nails, bullets, scratches or lacerations of the knee 
are most frequent. Contusions and compound fractures 
may also be causes of infection and the danger in the lat- 
ter is very great. The ability to make an early correct 
diagnosis is of foremost importance. In acute infections 
the prognosis is exceedingly grave. The fever assumes a 
septic type, the pain is extreme while the pus is under pres- 
sure. which may be relieved, either by opening the cavity 
or by the extravasation of the pus into the surrounding. 
tissue. If the pus does not drain properly, the synovial 
membrane is likely to be attacked and necrosis of bones 
and osteomyelitis may result. 

In treating knee-joint infections it is most important to 
bear in mind the anatomical landmarks, for any one of the 
numerous bursae may become involved and become recep- 
tacles for virulent infectious material. 

Exploratory puncture with a needle of large caliber may 
be advisable in establishing a diagnosis. If the patient is 
running a septic temperature or if the condition has been 
ushered in by a chill and fever, radical measures should 
be pursued to relieve the joint of further complications. 
Long incisions with through and through drainage may 
bring about a good result, but in some instances it is neces- 
sary to lay the knee-joint wide open with thorough drain- 
age of all the bursae, accompanied by irrigation of the open 
surface. Ankylosis may result but in many cases a return 
to. almost normal function is established. 


The Treatment of Rectal Prolapse by a New and Sim- 
ple Procedure. A. Trertincx. The Proctologist, 
September, 1908. 

The author describes the Thiersch method which con- 
sists in circling the anus with silver wire so as to reduce 
the size of the opening and prevent the descent of the rec- 
tum. A silk thread can be employed to advantage instead 
of silver wire. The operation may be performed in the 
following manner: After the rectum has been thoroughly 
cleansed, the patient is placed in the lithotomy position 
and the region anesthetized by cocain, eucain or stovain. 
A little incision is made through the skin in the middle 
line about one and one-half centimeters from the anus. A 
full curved needle, carrying the silver thread, is then 
passed through the skin, around the anus, and brought 
out through the point of entrance. The thread is then 
pulled out of the needle and put through a little ring at 
one end until the olive tip at the other end passes beyond 
it; the ring is then flattened, so that the olive cannot re- 
turn, and the free end of the thread is severed near the 
olive. The small cutaneous wound is then closed by 
suture. Twelve patients were operated upon in this way 
with successful results. 


Painful Displacement of the Ribs. A. Drpace, Brussels. 
British Medical Journal, October 3, 1908. 
The author describes a series of cases in which the pre- 
dominant symptom is pain in the side, usually on the right; 
all of the author’s patients were women. The lesion is 


very frequently mistaken for movable kidney; when the 
kidney is anchored, no relief is obtained. In some in- 
stances, even appendicectomies and ovariotomies have been 
performed. Upon examination, it is found that the elev- 
enth rib and sometimes the tenth are unusually low down. 
and override the crest of the ilium. Pressure upon these 
ribs causes intense pain. The pain is also brought on by 
walking. In many cases there is a greater or less degree 
of scoliosis. The atithor has seen 30 cases in the past 
four years. The best method of treatment is mechano- 
therapeutics and gymnastics. In four cases, the author 
had to resort to resection of the end of the rib in order 
to relieve the pain. 


The Diagnosis and Treatment of Kidney Stone. 
ArtHur Dean Bevan. St. Paul Medical Journal, Oc- 
tober, 1908. 

The first operation for kidney stone was performed 
through the parenchyma by Henry Morris in. 1880, who 
later reported thirty-four nephrolithotomies. 

The diagnosis is based on a careful history of the char- 
acter and duration of the attacks, the existence of pain 
which occurs in all cases and the presence of hematuria. 
Rarely large stones may be palpated through the abdomi- 
nal wall or crepitus may be felt in the kidney pelvis. Urin- 
ary findings may include fragments of calculi, renal or 
ureteral epithelium and leucocytes. Vesical or rectal tenes- 
mus is frequently felt when the stone lies in the lower 
ureter and the accompanying cystitis or ureteritis causes 
frequency of micturition. Ureteral catheterization and 
cystoscopy afford the most reliable tests at our command. 
Functional tests include the indigo-carmine test, the phlo- 
ridizin test and cryoscopy. The Roentgen examination will 
picture a stone in a majority of instances. Negative pic- 
tures are likely where the stones are of pure uric acid or 
urates, patients with thick abdominal walls, small calculi. 
Mistakes are likely where there are phleboliths in the pel- 
vic veins, foreign bodies in the bowel, vagina or bladder, 
calcified appendices epiploice or calcified tuberculous lymph 
nodes and calcified areas in the pelvic ligaments. 


Post-Operative Hemorrhage from the Stomach and In- 
testines (Postoperative Magen-Darmbiutung speziell 
nach Appendicitis-Operationen). GrorG SCHWALBACH, 
a Deutsche Zeitschrift fiir Chirurgie, Novem- 

er, I 
Réviewing the literature on post-operative gastro-intes- 
tinal hemorrhage and analyzing his own cases critically, 

Schwalbach comes to the following conclusions: Gastro- 

intestinal hemorrhage after operation for appendicitis is a 

rare complication in the adult, whereas it is seen quite 

often in children. More cases are recorded as occurring 
in the male adult than in the female. Thrombosis of arter- 
ies or veins in the mesentery and mesenteriolum is respon- 
sible for the lesions in stomach and gut. The pathological 
changes are hemorrhages, erosions and ulcerations. These 
can be reproduced experimentally in animals. In his own 
series of 30 cases, the author finds that 17 ended fatally— 
a very high mortality. 


Hematogenous Infection of the Appendix and Gall- 
Bladder (Ueber die Frage der himatogenen Infektion 
bei Appendicitis und Cholecystitis). Canon, Berlin. 
Deutsche Zeitschrift fiir Chirurgie, November, 1908. 

Theoretically we ought to be able to recognize two kinds 
of inflammation of the appendix and gall-bladder, namely 
the enterogenous and the hematogenous varieties. The 
author believes that infection of the appendix by way of 
the blood stream, occurs more frequently than we are wont 
to suppose. The presence of bacteria in the blood and 
the facts pointing to the appendix as a locus minoris re- 
sistentiae, both speak in favor of his view, in a number of 
cases. Frequently the organism found in the appendix 
belongs to a type that is more usually met with elsewhere 
in the body, and is not one of the usual intestinal flora. 

Then there are the cases of complicated erysipelas, car- 

buncle and suppurating wounds which are easily ex- 

plained on the hematogenous theory. From the practical 
standpoint, however, we can determine which form we are 
dealing with, only in the minority of cases. 
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